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in psychic en 


MARSILID 


(iproniazid) Roche 


In both mild and severe depression, Marsilid can restore a sense of 
healthy well-being, with renewed vigor, activity and interests. Patients 
with acute depression refractory to shock treatment have shown a 
heartening response to Marsilid. Even “burned out’’ psychotics, un- 
touched by any other therapy, have become more alert, responsive 
and sociable. 


As a psychic energizer, Marsilid is truly unique. It provides continuous 
mood improvement with gradually reduced dosage. Patients do not 
develop resistance to its normalizing effect; there is no tachyphylaxis. 
Marsilid does not elevate blood pressure . . . does not decrease but 
usually stimulates appetite. 


In mild depression, improvement with Marsilid is usually evident 
within a week or two. In severe depressive states of hospitalized 
psychotics, a month or more may be required for apparent response 
... but Marsilid often leads to complete remission, obviating the need 
for shock therapy. 


Note:Marsilid is contraindicated in patients who are agitated, overactive 
or overstimulated, or in those with a history of renal or hepatic disease. 


For complete references and information concerning dosage, indications and contraindications, 
write V. D. Mattia, Jr., M. D., Director of Medical Information, Roche Laboratories, 
Division of Hoffmann-La Roche Inc, Nutley 10, N. 7. 


MARSILID® PHOSPHATE — brand of iproniazid phosphate 
Supplied in scored tablets of 50 mg (yellow), 25 mg (orange), and 10 mg (pink) 
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Psychiatrists 


Pacatal produces ‘‘a remarkable 
fluidity and warmness of affect.’”! 


Patients 

Pacatal makes me feel ‘“‘on top 
of the world’ and wonderfully 
clear in the head.’’* 


Personnel 
With Pacatal hospital 
atmosphere is calmer and 
more aplimistic work more 
interesting.’ 


...agree on the euphoric effect of 


(BRAND OF MEPAZINE) 


Pacatal is distinguished from the earlier phenothiazine compounds because 

it does not “flatten” the patient. Pacatal leaves him alert and eheerful—more 
responsive to your therapy. Side effects, too, are fewer; and when they 

do occur, are usually quickly controlled or reversed. 

Dosage: Usual dosage for the hospitalized patient is 50 mg. 3 or 4 times daily; 
for the ambulant patient, 25 mg. 3 or + times daily. Complete literature 

and dosage instructions, available on request, should be consulted. 


Supplied: 25 and 59 mg. tablets in bottles of 100 and 500; 100 mg. tablets in 
bottles of 500. Also available in 2 ce. ampuls (25 mg./ ce.) for parenteral use. 
References: 
1. Sainz, A.: Personal communication. 
. Hutchinson, J. T.: Evaluation of Pacatal in Psychotic States, 

address before the American Psychiatric Association, Nov. 16, 1956. 
3. Bowes, H. A.: Am. J. Psychiat. 1/3:530 (Dec.) 1956. 
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Convenient Dosage Form 


‘Spansule’ capsules provide sus- 
tained release of medication 
over a prolonged period of time. 
In each capsule, hundreds of 
tiny, coated pellets with vary- 
ing disintegration times assure 
a release of medication which is 
uniform, continuous and pro- 
longed—regardless of individual 
variation in pH and motility 
of the intestinal tract. 


Thorazine’s Usefulness 
Enhanced 


With the introduction of 
‘Thorazine’ Spansule capsules, 
Thorazine’s usefulness is ex- 
tended, providing sustained ther- 
apy in all indications where 
‘Thorazine’ has proved its 
value. 


CAPSULES 


Four Strengths Offered 


New ‘Thorazine’ Spansule cap- 
sules are available in four 
strengths—30 mg., 75 mg., 150 
mg. and 200 mg.—to facilitate 
individual dosage regimens. In 


many cases, a single dose in the 
morning will achieve the desired 
response. When 24-hour thera- 
peutic effect is desired, the 
morning dose may be repeated 
in the late afternoon or evening. 
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ALL NIGHT 


S.K.F. ANNOUNCES ALL-DAY OR ALL-NIGHT 
‘THORAZINE’ THERAPY WITH A SINGLE ORAL DOSE © 


New ‘Thorazine’ Spansule cap- 
sules offer the proven efficacy 
of ‘Thorazine’ plus the ad- 
vantages of all-day or all-night 
therapy with a single oral dose. 
Your patients will enjoy the 
convenience of only one or two 
doses daily. There is little risk 
of forgotten doses and con- 
sequent medication-free inter- 
vals. For the discharged mental 
patient on maintenancetherapy, 
‘Thorazine’ Spansule capsules 
will eliminate the trouble and 
embarrassment of taking tablets 
at work. 


‘Thorazine’ Spansule capsules 
help hospital personnel save 
time in busy wards. Patients 
who require tablet medication 


Only one or two doses daily save time in busy wards where 
th onte one or ot tie | three or four “dosage rounds” with tablets were required. 


benefits with only one or, at the 
most, two doses daily. 


To give you optimum flex- 
ibility in selecting and adjusting 


dosages for your individual pa- | *T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tients, ‘Thorazine’ Spansulecap- | +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


sules are available in four 
strengths: 30 mg., 75 mg., 150 
mg. and 200 mg. 


INS 
ES 
Ac: 
| 
j 
+ ¢ 


Volume XVIII DECEMBER 1957 Number 12 


DISEASES the Nervous System 


Contents 


THE EMOTIONAL CONVICTIONS OF THE ANALYST ....................00.. 463 
James Clark Moloney 


Galina Solovey de Milechnin 


PARKINSONISM, SCHIZOPHRENIA AND ATARACTIC DRUGS ................ 474 
Walter Kruse 


PHRENOTROPIC ACTION OF METHYLPHENIDYLACETATE 


Veronica M. Pennington 


SUBCORTICAL FUNCTIONS OF TRIDIONE AND DESOXYN 


John S. Horan 


EDITOR 
Titus H. Harris, M.D. 112 North Boulevard, Galveston, Texas 


MANAGING EDITOR 
George Bisgeir, B.S., LL.B. New York, New York 


ASSOCIATE EDITORS 


A. F. Bennett, M.D._-------- Berkeley, California Frank H. Luton, M.D._-_--- Nashville, Tennessee 
Francis J. Braceland, M.D.___--_ Hartford, Conn. Wm. Malamud, M.D Boston, Mass. 
Franklin G. Ebaugh, M.D._----- Denver, Colorado Karl A. Menninger, M.D.___------ Topeka, Kansas 
Milton H. Erickson, M.D.------- Phoenix, Arizona fans H. Reese, M.D._------- Madison, Wisconsin 
Walter Freeman, Altos, California 

A. Hauser, M.D Houston, Texas Harry C. Solomon, M.D Boston, Mass. 
Louis J. Karnosh, M.D._-----_--- Cleveland, Ohio S&S. Bernard Wortis, M.D.___--_-- New York, N. Y. 


YEARLY SUBSCRIPTION $6.00 


Foreign Subscription $6.50 


Ty 
pe 
ul 
in 
to 
Wi 
ca 
in 
of 
. the 


Typical case: 

| “unmanageable” 
schizophrenic 

- patient is hostile, 
untidy and 
inaccessible 
to therapy. 


With Serpasil, 

patient becomes 

calm, cooperative, 
‘amenable to interview... 

as have thousands 

in this new age 

of hope for 
. the psychotic. 


case, with Ser asi 


the “before-and-after” picture in mental 
wards continues to improve, case after 


SUPPLIED: 


Parenteral Solution: 
Ampuls, 2 ml., 2.5 mg. 
Serpasil per ml. 
Multiple- dose Vials, 10 ml., 
2.5 mg. Serpasil per ml. 


Tablets, 4 mg. (scored), 2 mg. 
(scored), 1 mg. (scored), 
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Serpasil per 4-ml. teaspoon. 
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the most advanced unidirectional current 
instrument for all established techniques. 


REITER MODEL RC-47D 4 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in” 
the versatile Model RC-47D. Patients are quiet and usually capable. 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. © 
One knob control. Automatic safeguards assure an amazing reduc-. 
tion of thrust and apnea. The.patient is often breathing before the 

- completion of the seizure. Extremely rugged; the RC-47D withstands 

-very long periods of: use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all. 
other electroshock, insulin and lobotomy forms of. therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 


e CONVULSIVE THERAPY—full range — 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
_ @ FocAL TREATMENT—uwnilateral and bilateral 
e Mono-PoLAR or convulsive 
e BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 
REFERENCES IN LITERATURE AND .TEXT- BOOKS. 


REUBEN REITER, Sc.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y., ROOM 701 
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SQUIBB ANNOUNCES 


A NEW, IMPROVED AGENT 
FOR BETTER MANAGEMENT 
OF PSYCHOTIC PATIENTS 


VESP 


SQUIBB TRIFLUPROMAZINE 10-(3-dimethylaminopropy])-2- hydrochloride 


SCHIZOPHRENIA # MANIC STATES @ PSYCHOSES ASSOCIATED WITH ORGANIC BRAIN DISEASE 


Active: and rapid. ‘controlling states, ex and 
n modifying the disturbing effects a delusions and halluci 
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WHAT IS IT? Vesprin— Squibb Triflupromazine—is 
a new, improved agent for better management of psy- 
chotic patients. It is useful in schizophrenia, manic 
states and psychoses associated with organic brain 
disease. 

Vesprin is chemically and pharmacologically 
improved. The phenothiazine structure has been 
modified, resulting in potentiation ef beneficial prop- 
erties and in reduction of unwanted effects. Pharma- 
cologically, Vesprin shows an enhanced potency with 
far less sedative effect. 


CLINICAL EXPERIENCE: Data in over 600 of the 
hundreds of patients treated with Vesprin to date 
have been carefully analyzed. 

In ] series of 55 hospitalized psychotic patients treated 
with Vesprin, marked to moderate improvement oc- 
curred in approximately 66 per cent. 

Five patients were discharged from the hospital. Two 
of these patients had not responded to any previous 
treatment. 

In another small series of patients, which included 
12 disturbed children, some improvement was seen 


in 11 of the 12 children who were treated with Vesprin 
for at least 2 months. In none of the children were 
any significant side effects observed. 

In a third series of 123 psychotic patients treated 
with Vesprin for more than 3 months, 5 recovered 
from all of their active psychotic manifestations, 
particularly delusions and hallucinations, and 24 re- 
covered from most psychotic manifestations with 
good social remission. An additional 78 patients 
showed significant improvement in their psychotic 
behavior. 

Another group of schizophrenic patients has been 
treated with Vesprin for periods ranging from 6 
months to 1 year. During this time clinical laboratory 
studies were made weekly, and later monthly, on 
urine and blood of the patients. 

Although leukocyte counts showed some tendency to 
decrease, there were no abnormally low counts. 
Though hemoglobin levels tended to show some in- 
crease, it was not significant. Liver function tests per- 
formed during the final 2 months of treatment were 
entirely negative. 

This investigator concluded that these laboratory 
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Squibb Triflupromazine 


In extensive clinical experience — 
singularly free from toxicity 


@ Jaundice or liver damage...not observed 


Skin eruptions...rare 

= Photosensitivity...rare 

= Blood dyscrasias...not observed 
Hyperthermia...rare 

Convulsions...not observed 


studies gave no evidence of drug toxicity. 

Another investigator thought that Vesprin appeared 
to be more active and rapid in effect. The best re- 
sponse to Vesprin was seen in overactive, troublesome 
schizophrenic patients. 


WHAT ARE THE ADVANTAGES? Clinical expe- 
rience in hundreds of patients has shown that Vesprin 
does not oversedate the patient into sleepiness, drow- 
siness and lethargy. Drug-induced agitation is 
minimal. 

Vesprin is active and rapid in controlling manic states, 
excitement and panic, and also in controlling the 
disturbing effects of delusions and _ hallucinations. 
Vesprin moderates hostile behavior and facilitates 
insight. 

With Vesprin, intractable behavior patterns are rap- 
idly brought under control. Thus, patients are made 
accessible to psychotherapy. Nursing care is reduced, 
and the patients’ social rehabilitation is facilitated. 
Extensive clinical experience has shown Vesprin to 
be singularly free from toxicity. Clinicians who have 
worked with the drug over long periods have not seen 


jaundice or liver damage, blood dyscrasias, or con- 
vulsions. Skin eruptions, photosensitivity or hyper- 
thermia have been rarely observed. 


WHAT ARE THE SIDE EFFECTS? Investigators 
have reported such symptoms as dizziness, nausea, 
weakness, drowsiness and epigastric distress in pa- 
tients treated with Vesprin. Postural hypotension has 
been seen occasionally in normotensive patients. A 
hypotensive effect has been observed in patients with 
high blood pressure. 

Anxiety and restlessness have been observed in some 
patients, and gain in weight in a few. These effects 
have usually been mild, and, as a rule have disap- 
peared when the dosage was reduced or treatment 
stopped. 

The most commonly encountered side effect has been 
the development of a Parkinson-like syndrome with 
motor disturbances and extrapyramidal symptoms. 
This syndrome is reversible and symptoms usually 
subside with a reduction of dosage or discontinuance 
of medication for 2 or 3 days. 
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WHEN IS IT INDICATED ? Vesprin is indicated in 
treatment of various acute and chronic psychoses. 
Because it ameliorates psychomotor hyperactivity 
and assaultive behavior, Vesprin is particularly useful 
in management of schizophrenia, manic states, socio- 
pathic personality disturbances with psychotic reac- 
tions, mental deficiency with psychoses, and psychoses 
associated with organic brain disease and senility. 
Contraindications: Vesprin is contraindicated in coma- 
tose states due to central nervous system depressants 
(alcohol, barbiturates, opiates). 


WHAT IS THE DOSAGE? The recommended 
adult dosage of Vesprin is 25 mg. t.i.d., to be adjusted 
according to patient response. This dose may be in- 
creased until the desired clinical effect has been 
achieved, or until unwanted side effects become a 
problem. 

The initial dose for children is 10 mg. t.i.d. 

The suggested starting dose in geriatric patients is 
10 mg. t.id. The dosage in children and elderly 
patients may be increased according to patient 
response. 


Squibb Triflupromazine 


The optimum dose of Vesprin varies from patient to 
patient and should be established on an individual 
basis. In the majority of patients, prolonged treat- 
ment is required for maximum clinical response. 
Caution: Although no deleterious effects on the hemo- 
poietic system have occurred to date in the extensive 
clinical use of Vesprin, routine blood counts are sug- 
gested during the course of therapy. 

Patients should be watched for indications of soreness 
of the mouth, gums or throat, or for symptoms of 
upper respiratory infection. If these complications 
occur, and a confirmatory leukocyte count indicates 
cellular depression, the agent should be stopped and 
appropriate treatment, including intensive antibiotic 
therapy, should be started immediately. 


HOW IS IT SUPPLIED? Vesprin is supplied in 
tablets of 10 mg., 25 mg., and 50 mg. in bottles of 
50 and 500. 
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Brand of Primidone 


In epilepsy 


Reports from 15 countries attest to the clinical effectiveness of ““Mysoline” 


in grand mal and psychomotor attacks. These results are confirmed by three 
years of successful use in the United States. No irreversible toxic effects have 
been reported. When side effects such as drowsiness and ataxia occur, they 
are usually mild and transitory, tending to disappear as therapy is continued 
or dosage is adjusted. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


Cyerot AYERST LABORATORIES + NEW YORK, N. Y. * MONTREAL, CANADA 


‘‘Mysoline’”’ is available in the United States by arrangement with Imperial Chemical Industries Ltd. 
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(a combination of dextro-amphetamine 
sulfate, S.K.F., and amobarbital) will often relieve the 
depression and help provide your patient with the stimulus 
he needs to face the wearisome sameness of daily living. 
Drayton! writes: ‘‘Not only does |‘Dexamy]’| exert a direct 
mood effect, so that the shadow of depression is lifted, 
but it also... can change a sense of depression to one of 
cheerfulness, assurance, optimism, energy and well-being.” 


Available as tablets, elixir, and Spansule* sustained release 


capsules. 


Smith, Kline & French Laboratories, Philadelphia 


1, Pennsylvania M.J. 10:949 *T.M. Reg. U.S. Pat. Off. 
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The Emotional Convictions of the Analyst 


JAMES CLARK MOLONEY, M.D. 


“The time has come,” the Walrus said, 
“To talk of many things; 

Of shoes—and ships—and sealing-wax— 
Of cabbages—and kings—’! 


Some analysts perform as if they were ab- 
solute kings. Copying Freud, or being rein- 
forced by Freud, they are committed to the 
conviction that human beings are born bad.” 
Like Freud, these kings hold that destruc- 
tive trends, being constitutional, are inher- 
ited. All of this is even more important to 
future generations because of a Freudian ad- 
diction to the Lamarckian postulate that ac- 
quired characteristics are inheritable.*:' 


Such an absloute attitude is not whole- 
some. If by training the analyst is committed 
to the belief that his patient is motivated by 
intrinsic hatreds, it becomes incumbent upon 
him to provide “snubbers” for the hates. 
Since hates combat the social order, it is 
necessary to harness the hates that oppose 
the social order. It is necessary for the 
training analyst to sublimate the “innate fe- 
rocities” of his patient. The patient with 
“inherent hate” is forcibly or fascistically 
rendered acceptable to the culture in which 
he lives. He is socialized. This approach is 
not much different from that which is util- 
ized by Japanese psychiatrists who direct 
their psychotherapy toward adjusting the 
ninjo of their patients to the giri of their 
nation. In other words, the Japanese psy- 
chiatrists aim to make their patient’s feel- 
ings (ninjo) conform to the institutions and 
mores (giri) of Japan. 

But this simoniacal psychoanalytic climate 
stunts the growth of the analysand. When 
the neurotic stagnation existent in the an- 
alysand is induced by precognitive trauma, 
the world to him is not always a world of 
individualized people. Instead the world it- 
self, ie., the substance of the world at his 


skin, i.e., the world that is the “not you,” 
becomes the “other person.” The significant 
world, amorphous and undifferentiated, be- 
comes the cosmic mother. The world in 
which the person lives becomes the cosmic 
mother to be obeyed, or the cosmic mother 
to be defied. 


This proposition is more important than 
it seems at first sight. Because the Japa- 
nese analyst, if authoritarian, shapes the pat- 
tern of his analysand, the denouement of 
this authoritarianism deserves world-wide 
consideration. The Japanese analysand be- 
comes not only a carbon copy of his Japa- 
nese analyst, but since his analyst is author- 
itarian, the analysand becomes culture-bound 
as well.* Operating under such an aegis psy- 
choanalysis becomes a force for evil.. A 
rigidified orthodox psychoanalysis of this 
type at the very least serves to perpetuate 
the evils already prevalent in the culture. 


Were it possible to project upon the screen 
of the future the universal dissemination of 
orthodox psychoanalysis, an astonishing ar- 
ray of startling manifestations would, no 
doubt, be encountered. These manifestations 
encompass the schisms and neo-Freudian 
orientations and cults that in any single cul- 
ture are found to split off from the original 
and orthodox psychoanalytic stem. This pa- 
per, however, is not concerned with this cat- 
egory of sectarian splits; these will have to 
be considered under another rubric. Here I 
shall be concerned with the analytic com- 
plexions that originate from the strict ad- 
herence to the Freudian position’ that de- 
structiveness, rage, crime, and sin are inher- 
ent as such in the psyche at birth. (Destruc- 
tiveness as a post-natal acquisition has been 
discussed by many authors, namely Dollard 
et al.,° Jules Masserman,’ and many others.) 

There is no doubt that syncretic cultural 
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influences induce specific variations in the 
external manifestations of the orthodox psy- 
choanalytic procedure. These manifestations 
are to some extent geographically deter- 
mined, and if we were to project the picture 
of orthodox psychoanalysis upon the screen 
of the future, we would be confronted with 
innumerable topographical colorings, shad- 
ings, nuances, or outward patternings that 
stem from the inner command to adhere to 
the rigidity of Freudian orthodoxy. In the 
Uganda of the future one might encounter 
an analyst-analysand relationship that is not 
only orthodox Freudian but Ugandan as 
well. The Freudian analyst wherever found 
subscribes to the dogma that man is born 
bad. This conviction forces his analysand 
to police the bad to become good. And what 
is good? By the standards of the Ugandian, 
being Ugandan is being good. The Ugandan 
analysand in becoming a carbon copy of his 
well policed Ugandan analyst mirrors the 
Ugandan culture. The policed man turned 
out to be a chameleon after all. This is un- 
fortunate. Because it is not the color of the 
uniform worn by the fascist that matters. 
What really matters is the fact that he is a 
fascist. 

In future Uganda, Iceland, Ireland, Af- 
ghanistan, Greece, or Patagonia—it makes 
no differer¢e—in the Freudian orthodoxy the 
fascistic attitude toward the patient is ines- 
capable and eventually leads to an outward 
conformity to the culture which contains 
both the analyst and his analysand. The 
central theme is the same in each instance 
and these themes highlight authoritarianism 
as a defense against individuality. Individ- 
uality expresses too much liberalism that 
might free the ‘inherent baseness” or “de- 
structiveness” of the analyst. 


In these authoritarian situations, only the 
external characteristics are different. The 
external complexion or appearance is differ- 
ent because of the fact that the internal dy- 
namism sublimating and constraining the 
person to conform to the established order 
forced the individual to conform to the pic- 
ture or pattern of the established order of 
the culture in which he lives. 


In the overall picture of cultural conform- 
ity there exists minor differences of a more 
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personal nature. For instance, if we were 
to project against the screen of the future 
the aspects of New Hebridean orthodox psy- 
choanalysis, we could recognize immediately 
the general outline of the mores and institu- 
tions of the culture that is characteristic of 
the New Hebrides. But in addition and in 
particular, one could detect the personality 
picture of his orthodox psychoanalyst in the 
warp and woof of the analyzed analysand. 
If alert, one recognizes that certain notable 
features of the analyst almost invariably 
crop out in the analysand analyzed by the 
analyst. If the future New Hebridean Psy- 
choanalytical Society were to be dominated 
by an orthodox, or two or three orthodox 
analysts, their analysands would develop a 
“selective inattention” to the possibility of 
their maturing and becoming the adult in- 
dividuals made potentially possible by their 
genes and internal rhythms. In a rigid psy- 
choanalytic milieu they would copy New 
Hebridean patterns as well as they would 
copy the characteristics of their own analyst. 
They would reflect not only the culture of 
their analyst, but they would reflect his per- 
sonal idiosyncrasies as well. This is con- 
trary to what other analysts consider to be 
the goal of psychoanalytic therapy. George 
Devereux,* for instance, pointed out that the 
analysand should be encouraged, loved, and 
supported so that he might achieve enough 
inner security and inward confidence to ma- 
ture, to advance, to grow, to fill out the out- 
line pre-determined for him by his genes and 
inward rhythms. This has also been em- 
phasized by Braatoy.’ 

These statements might seem astonishing 
to a naive student of psychoanalysis. But 
fact is stranger than fiction. In reality, in 
one chapter of the American Psychoanalytic 
Society analysands of a very orthodox psy- 
choanalyst informed me that they were un- 
able to rebel against him when the oppor- 
tunity first presented itself because they 
were internally shackled by their unresolved 
transferences to this analyst. They had no 
choice. They had been brain-washed. Played 
back this sounds like the dialectic conjec- 
tures of an armchair philosopher. But the 
argument is supportable. Defections in lead- 
ership in one of the institutes of the Amer- 
ican Psychoanalytic Society were so trans- 
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parent that the end of the institute should 
have been predictable. 


Because the characteristics of the dom- 
inating orthodox psychoanalyst crop up in 
his novitiates, it is not necessary to study 
the dominating analyst to determine his si- 
moniacal attitudes, complexions, peculiari- 
ties, beliefs, and viewpoints. Much is learned 
concerning the political or religious opera- 
tions of one of these dominating psycho- 
analysts by scrutinizing the decorum, be- 
havior, opinions, and prejudices of his an- 
alysands. By studying the behavior and at- 
titudes of Dr. A. Vulpes, we approximate 
what is going on in the mind of his teacher, 
Heinrich Gordon, of Concord. Even if Gor- 
don desired to remain incognito, even if Gor- 
don intended to conceal his potiti:cal coups 
and aspirations, his strategies are always 
exposed by the caprices of his novitiate and 
proselyte, John the Baptist, Dr. Vulpes. His 
clandestine plans, his incognito, his political 
aspirations are unwittingly unveiled by his 
Boswell. Then, in turn, if Dr. A. Vulpes at- 
tempts to play the ostrich game, his where- 
abouts, intents and political attitudes are 
unmasked by the naive behavior of his 
chicks. Because of the artifact peculiar to 
psychoanalytic orthodoxy, the rigid analyst, 
through a process of mirroring, is forced to 
live his life in a goldfish bowl. 

To be sure, the effect of this authoritarian 
orthodox psychoanalytic attitude upon the 
anlaysand needs more scrutiny. This phase 
of the couplet needs the light of science. A 
parasitic superego can be established in the 
psyche of an analysand by the constant rep- 
etition of such cliches as: ‘““You want to have 
intercourse with your mother,” or “You 
want to castrate your father.’”’ When such 
traumatic commands have been repeated 
often enough the analysand is brain-washed. 
Then, during a period of relaxation, a type 
of “religious” experience may occur that is 
analogous to the religious experience of the 
novitiate of Zen Buddhism" or is analogous 
to the type of inspirational experience re- 
ferred to by Joad.'' The patient suddenly 
“sees the light.” He develops a sudden “in- 
spiration,” a sudden “conviction,” a surprise, 
a firm belief that he really does want to 
“castrate his father,’ that he really does 
want to “sleep with his mother.” Neverthe- 
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less, this so-called “insight,” a constituent 
part of the psychoanalytic “religious experi- 
ence” is no proof at all that the analysand 
actually wishes to kill his father or that he 
actually wishes to sleep with his mother. 
That he wants to please his analyst, that he 
no longer preserves his own ego boundaries, 
that he seeks security through a parataxic 
fusion with his analyst that duplicates a 
phase of precognitive euphoric togotherness 
w:th the mother, proffers a more logical ex- 
planation for the existence of the psycho- 
analytic theophany or psychoanalytic ke- 
nosis. 

This incitement to caution in the evalua- 
tion of the meaning of sudden insight in the 
analytic situation is supported by the care- 
ful scrutiny of the satori experience that oc- 
curs to the Zen Buddhist novitiate. The 
Buddhist novitiate is given this koan—“If a 
certain noise is made by clapping two hands 
together, what noise is made by the clapping 
of one hand?’’'’ On the surface this is a ri- 
diculous proposition. But in order to under- 
stand the nature of a koan and the satori 
aftermath, it is important to know that the 
Zen Buddhist master is not really interested 
in knowing the answer to th‘s foolish ques- 
tion. The priest is essentially interested in 
forcing his novitiate to seek nirvana by eras- 
ing from his mind all traces of nettling rea- 
son, After the novitiate has fatigued his 
mind by the relentless contemplation of his 
koan, out of sheer exhaustion he pauses. 
When he relaxes a satori may occur in which 
the novitiate believes himself to be in posses- 
sion of the answer to the koan provided him 
by the Zen Buddhist priest. At this time, he 
experiences a theophany often accompanied 
by flashes of light, he suddenly loses his ego 
boundaries. An _ existentialism ceases in 
which there is a fusion of the self and the 
not-self (mother representative). It is like 
the kayak disease described by Peter Freu- 
chen.'* 

“It was at this time that I experienced the trance, 
or ‘kayak disease,’ ... ‘merely oil.’ The air was 
calm as an empty room and the sun like liquid fire 
on the glass of the sea. The hunter must not move, 
for the slightest shift of his body will disturb the 
small craft and frighten the seals away. [Note the 
complete immobility, the relaxation, the incubation 


period. ] 
“It is then that the mind begins to wander crazily. 
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I dreamt without sleeping, resurrected forgotten 
episodes from my childhood. Suddenly great mys- 
teries* became for the moment plain to me. I can- 
not explain the feeling exactly, but it seemed that 
my soul, or spirit, or what you will, was released 
from my body, my life and obligations, and it soared 
impersonally, viewing everything as a whole.” 


Freudian psychoanalysts and even some 
neo-Freudian psychoanalysts'’’ hold to the 
view that the sudden feeling of factuality or 
inspiration, the sudden enlightenment, the 
feeling of conviction is tantamount to the 
actual recognition of a truth, to the actual 
awareness of reality, to the sudden appiecia- 
tion of a real fact. In this connection, Joad"' 
and Professor Graham Wallas''! warn that 
the verification by reality testing of the con- 
viction or of the inspiration should never 
be neglected. 

This is different from the type of “reli- 
gious experience” described as insight by 
Thompson. Before the religious experience, 
the insight, the inspiration takes place. She 
has dealt with verifiable facts that have re- 
peatedly intruded themselves into the ana- 
lytic situation. 


“PSYCHOLOGY OF THE CREATIVE PROCESS: 
Modern psychological theory supports the Platonic 
account of the aesthetic process, more particularly 
in respect of its recognition of two distinct stages, 
the first a stage of sustained intellectual effort, the 
second an ensuing flash of intuitive apprehension, 
which are very similar to those affirmed in the Sym- 
posium and the Republic. <A brief account of mod- 
ern psychological work on the subject may serve a 
useful purpose in developing the Platonic view. 

“In The Art of Thought, Professor Graham Wal- 
las summarized the information which modern psy- 
chology has obtained with regard to the processes 
involved in the birth of new ideas in the world of 
thought and original inspiration in that of art. His 
summary goes beyond that of Plato’s account in 
that it distinguishes four stages in the process which 
leads to the making of a new generalization, the 
discovery of a new formula, the devising of a new 
invention or the conception of a new work of art. 
The first is that of Preparation, during which a par- 
ticular problem is investigated in all direction; the 
second, that of Incubation, during which no con- 
scious thinking is done in connection with the prob- 
lem or work of art with which the creative thinker 
or artist is concerned; the third, consisting of the 
‘happy idea,’ together with psychological events ac- 
companying that appearance, is called Illumination; 
and the fourth, embodying the working out and ap- 
plication of the idea in thought or the execution of 
the work of art, Verification. 


*Italics mine. 
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“Particular stress is laid upon the importance of 
Incubation as a preliminary to Illumination. Pro- 
fessor Wallas speaks of the many men of genius 
who have done their best work after a period of 
illness or idleness. But the period of idleness must 
itself be preceded by a spell of hard thinking, dur- 
ing which the intellect is working at full pressure. 
To adopt the language of modern psychology, we 
may say that consciousness during the Preparation 
stage propounds a problem, collects the relevant 
data and explores different avenues for a possible 
solution. A period of rest ensues during which the 
problem and relevant data are transferred to the 
unconscious. That the unconscious may work effec- 
tively consciousness must, so far as possible, be un- 
occupied. The solution is worked out by the un- 
conscious, and appears in due course in conscious- 
ness as the ‘happy idea’ of the scientist and the in- 
spiration of the artist. 

“The conclusion bears out Plato’s hint in the Sym- 
posium. Wallas like Plato stresses the fact that the 
‘happy idea’ which succeeds the period of hard 
thinking is of an entirely different order for the 
thinking itself. It outruns the thinking, and, al- 
though it is led up to, is far from being necessi- 
tated by it. The mind, in other words, makes a defi- 
nite jump, and it is for this reason that in the 
sphere of science a subsequent process of ‘Verifica- 
tion’ is necessary.’’!1 


To substantiate this need for verification, 
attention is called to a dream by Dr. Oliver 
Wendell Holmes, 


“That reputable scientist had determined to re- 
cord any dreams which occurred to him while un- 
der anesthetic. Still under the influence of the drug, 
he wrote down an ‘inspiration’ which had come to 
him. This was, he felt, the ‘one great truth,’ the 
‘key to all mysteries.’ When he had fully regained 
consciousness, he reread what he had written and 
found that the great secret, the great inspiration, 
scrawled in an ungainly hand, was that ‘A strong 
smell of turpentine prevails throughout.’ 

“If Holmes had been less of a scientist and more 
religious, if his inspiration had occurred otherwise 
than under the influence of anesthesia, it may well 
be that he would have become the instigator of a 
new religious movement wherein the smell of tur- 
pentine would have displaced incense as a _ back- 
ground for the contemplation of the new faith.’’!5 

Aside from the unreliability of the convic- 
tion about some psychoanalytic insights that 
are analogous to religious experience or to 
satovi there is another obvious disadvantage 
to the insistence by orthodox psychoanalysts 
that the individual is dirty, destructive, and 
hateful at the time of his birth. Any analyst 
committed to this conviction is unable to 
proceed without exerting a devastating ef- 
fect upon his analysand. Such convictions 
increase the feeling of damaged esteem and 
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the feeling of unworthiness that always ex- 
ist in the neurotic patient. These convictions 
increase his sense of ineradicable original 
sin, They further the ideas or the impres- 
sions or the feel:ngs within the neurotic pa- 
tient that he is dirty, destructive, hypocriti- 
cal, unlovable. The convictions of the ortho- 
dox analyst imply that the analysand must 
become different, that he must forego these 
socially undesirable characteristics before 
he will qualify himself for the love and ap- 
proval of his analyst. These orthodox Freud- 
ian convictions that man is born bad com- 
pound the damaged esteem in the neurotic 
analysand rather than relieve him of a 
shame that is so keenly experienced that it 
paralyzes his development. 


GLOSSARY 
enlightenment—"“. . . direct intuitive knowledge, su- 
perior to reasoning and discussion, and for those 
who receive it certain and incontrovertible.” 16 
kenosis—‘‘A theological concept closely associated 
with theophany is kenosis, defined by Webster as 
‘Christ’s action of ‘“‘“emptying himself” on becom- 
ing man, humbling himself even to suffering 
death.’ Webster refers to Phillippians 2:7 (re- 
vised version), which says Christ ‘emptied him- 
self, taking the form of a servant, being made in 
the likeness of men.’ The Abington Bible Com- 
mentary'? interprets this passage as meaning the 
Christ ‘divested himself of the divine glory which 
he had when in the form of God...” 
‘Whatever its theological significance, psycho- 
logically speaking the process of kneosis is one 
experience by many men; but there seems to me 
to be another meaning than the one attributed to 
it by theologians. Rather than kenosis being an 
emptying from the God (authoritarian) system 
into the self-system, I (Moloney) conceive it as 
being exactly the opposite: the memorial self-sys- 
tem empties into the memorial authoritarian-sys- 
tem. God does not, I teel, become man, but 
through the experiencing of God in theophany 
and related occurrences man becomes God, or 
through experiencing an inspiration, becomes 
God-like in the sense of becoming able to com- 
prehend or achieve what was formerly felt diffi- 
cult or impossible. It is the sudden release of 
bound energy noted above which constitutes the 
sense of emptying, and the flashes of light.’’15 
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theophany—"“. . . the visible manifestation of God or 
a god, or the arrival of an inspiration. The the- 
ophany is a manifestation of a violent, sudden va- 
cating of the self-system.’’i5 


satori—The Buddha had a vision in which with the 
eye of the spirit he beheld the world process and 
even now in Japan the Zen adepts suddenly obtain 
illumination . . . which gives them a new view of 
the Universe and makes them new men.’’!6 
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Hypnosis in Everyday Life 


GALINA SOLOVEY DE MILECHIN, M.D. 


Before approaching the subject of the role 
hypnosis plays in everyday life, it is neces- 
sary to differentiate between: a) the hyp- 
notic state in itself, and b) what is usually 
termed “hypnotic depth.’ 

We define the hypnotic state as an emo- 
tional state,? which in its purest and sim- 
plest form corresponds to the peculiar emo- 
tional state experienced by the infant re- 
ceiving the caresses of his mother when he 
needs them.’ This constitutes a ‘positive’ 
hypnotic emotional state. The emotional 
condition brought about by the authoritarian 
attitude of the parents gives rise to the 
“negative” hypnotic emotional state. These 
states may interchange rapidly. 

The degree of hypnotic depth is the extent 
of retrogression to the psychology of early 
childhood, characterized by a reduction of 
the critical functions, a decrease in the ca- 
pacity to differentiate between the person’s 
own thought processes and the external re- 
ality, and a less inhibited influence of mind 
over body.' In the retrogressive process, the 
individual does not divest himself totally of 
the experience acquired in the course of his 
life, but, as Kubie and Margolin‘ indicate, he 
channelizes it through a less mature psycho- 
logical mechanism. These psychological pe- 
culiarities constitute one of the basic factors 
that make possible the fulfillment of certain 
suggestions which appear to be bizarre from 
an adult’s point of view. 

The maximum of hypnotic depth, or stu- 
porous state, corresponds to a retrogression 
to the neo-natal psychological functioning, 
with imperfectly defined perceptions of the 
outside world, a diffuse appreciation of what 
is pleasurable and what is not, incomplete 
responses to external stimuli, etc. 

This psychological retrogression is not a 
specific attribute of hypnosis, but takes place 
in all sufficiently intense emotional states. 
What is peculiar to the hypnotic emotional 
state is the possibility of controlling this re- 
trogressed condition. 

The possibility of obtaining the ‘“phenom- 
ena’”’ of hypnotic behavior, depends, as has 


been indicated, on the retrogression to the 
psychological functioning of early childhood, 
and also on the suggestibility due to the 
emotional motivation to accept the proposi- 
tions of the operator in a certain environ- 
ment, on the positive or negative type of 
hypnotic relationship, and on the individual 
traits of the subject, as regards his innate 
capacity to have certain phenomena and his 
ability to develop his latent capacities for 
them.° 

From the moment of birth, the child is 
systematically led into the positive hypnotic 
state by its mother, through her caresses, 
soft speech, and lullabies, attuned to the in- 
fant’s needs. The older child receives nega- 
tive hypnotic inductions through the author- 
itarian attitude of its parents which play 
an important role in his education. 

In their psychotherapeutic or experi- 
mental practice, the authors induce the hyp- 
notic state in two and a half to five-year-old 
children by repeating as exactly as possible 
the procedures of their parents. In a recent 
article’ we described an experiment on six 
selected children 25 to 37 months old, the 
youngest age level at which we found them 
able to understand what we intended to say 
to them. These children were observed in 
their home environment, for the purpose of 
finding out the individual nuances of their 
parents’ attitudes and to gain their confi- 
dence. Later, we induced a hypnotic state 
in our office, by the sole repetition of their 
mothers’ procedures. The shortest time re- 
quired for the achievement of the hypnotic 
state was four minutes, and the longest, 35 
minutes. Different phenomena were obtained, 
including catalepsy of an arm in a 29-month- 
old boy, on whom we repeated an experiment 
of Erickson, who had obtained catalepsy in 
a five-year-old. 

The understanding that the mother in- 
duces a hypnotic state in her child, has been 
mentioned repeatedly in the literature. For 
example, in 1909, Ferenczi’ spoke of a 
“mother hypnosis” and a “father hypnosis.” 
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Among the contemporary authors, Am- 
brose’’ indicated the elements of hypnotic 
induction that are found in the crooning of 
a song, the telling of a bed-time story, the 
soothing words of reassurance, etc., and Le- 
Cron and Bordeaux"! wrote that the mother 
hypnotizes the child when she lulls it to 
sleep singing softly while cradling it in her 
arms. Rosen’ stated that in the induction 
of the hypnotic state, the cadences employed 
and the modulation of the therapist’s voice 
“duplicate the tone and manner of a loving 
parent when enjoyably reading fairy tales 
to a three-year-old.” In everyday life, the 
mother often obtains the phenomenon of a 
hypnotic anesthesia, when she speaks softly 
to a child who has hurt himself, and kisses 
or pats the sore place, suggesting that the 
pain will soon disappear. 

Induction of a hypnotic emotional state in 
the child by its mother is not accidental, it is 
vitally necessary for the infant. Ribble’ de- 
scribed the negativistic or depressive reac- 
tions, affecting respiration, digestion, nutri- 
tion, etc., which appear in children who have 
had insufficient ‘“psyrhological mothering” 
and may cause their death in a state of 
shock. Spitz'! found that 37!2% of 200 in- 
fants in institutions, lacking maternal care, 
died, whereas the rest had severe nutrition 
disorders and retarded development. Drs. 
Gelinier-Ortigues and Aubry'’ recently re- 
ported in detail the case of an eighteen- 
month-old boy, brought to a clinic in a con- 
dition of malnutrition, with deafness of psy- 
chological origin and considerable retarda- 
tion in development, due to a lack of psycho- 
logical mothering. This child improved rap- 
idly from the physical and_ psychological 
points of view, on receiving this mothering 
from the therapists. 

The hypnotic state that is brought about 
by the relationship of the child with its 
mother or a mother-substitute, has the fol- 
lowing effects: 

1) It causes an emotional] stabilization, 
which prevents the severe disruptive in- 
fluence that traumatic emotional experi- 
ences may exert on a child’s organism (be- 
cause of the considerable inter-dependence 
between body and mind in the immature 
individual). This makes possible a normal 
physical and psychological development. 
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2) It creates in the child a motivation 
to accept the propositions of its parents, 
as long as these propositions are not op- 
posed to his own emotional inclination. 
The education of the child is based on this 
effect, with the participation of both posi- 
tive and negative hypnotic inductions, re- 
sulting from the alternation of under- 
standing and authoritarian attitudes. 

3) It provides opportunities for the de- 
velopment of conditionings and associa- 
tions, which will enable the individual! to 
reinstate the hypnotic emotional state in 
his relationships, not only with his par- 
ents, but also with other people, or in the 
form of an auto-hypnosis, in the course of 
his life with the same benefits of emo- 


tional stabilization, re-education, ete. 
* 


The conditionings and associations to the 
hypnotic emotional state may be simple or 
complex. There are direct and simple asso- 
ciations to the stimuli that express the same 
understanding, accepting or authoritarian 
attitudes, by means of which the parents 
originally induced the hypnotic state. These 
associations extend to the stimuli which ac- 
companied the early hypnotic experiences. 

In a more indirect and complex manner, 
the hypnotic emotional state may be asso- 
ciated with other emotional states which the 
mother or mother-substitute brought about 
in the course of their hypnotic relationships 
and to the ideas that related to these emo- 
tional states, giving rise to “convictions” or 
“prejudices.” Thus there are two ways for 
the induction of the hypnotic state: the di- 
rect or natura] way, in which the operator 
shows either an understanding, accepting or 
authoritarian attitude, and the indirect way, 
which makes use of passes, bright lights, 
crystal balls, an awe-inspiring atmosphere, 
ee.” 

Though it may seem strange, the indirect 
way is derived from the natural procedure. 
The efficacy of the passes and bright lights 
is due to the pre-suggestions (complex asso- 
ciations to emotional states and related 
ideas) which the person has incorporated 
into his own convictions. Erickson’ wrote 
about this: “I have had college graduates 
who wanted passes and bright lights and a 
discussion of occult forces. And I have had 
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laborers who were willing to enter a trance 
with a professional discussion of hypnosis.” 

There may also be a combination of direct 
and indirect procedures in different propor- 
tions. 


Any person, whether a parent at home, 
the psychotherapist in his office, the re- 
search worker in his laboratory, a religious 
leader, a teacher, a friend, etc., can bring 
about the hypnotic state as his understand- 
ing, accepting or authoritarian attitude 
stimulates the conditioning to and associa- 
tion with this particular state. If there are 
differences obtained in the hypnotic states 
such differences are due exclusively to the 


environment. 

Thus, when two people meet in any envi- 
ronment, it may happen that the voice, the 
facial expression, the gestures, the words, 
etc. (which combine to reveal an attitude) 
of one coincide with the other’s conditioning 
to and association with the entrance induce 
a “positive” or ‘negative’ hypnotic state. 
Under these circumstances, a hypnotic con- 
tact may take place. Obviously there are 
encounters that lack the hypnotic contact— 
as there are unsuccessful attempts to induce 
the hypnotic state in the psychotherapeutic 
or laboratory setting. (There are cases on 
record in which the hypnotic state was in- 
duced only after 300 to 700 attempts. ) 


The hypnotic contact itself may last only 
a theoretical instant. It may disappear im- 
mediately, or constitute the starting point of 
a more or less permanent hypnotic relation- 
ship. Our everyday life is full of hypnotic 
contacts and brief hypnotic relationships. 
We are all “hypnotizers” or “hypnotized” in 
the course of our relationships with other 
people. There is great similarity between 
the deliberate induction of an hypnotic state 
in a therapeutic or experimental environ- 
ments, and hypnotic relationships in every- 
day life. Milton H. Erickson, who has been 
referred to as “the most clinically astute 
hypnotizer of our time’’’* speaking at a sem- 
inar* on the induction of an hypnotic state, 
according to the modern orientation, made 
the following quoted remarks. Dale Car- 


negie,’* in his book “How to Win Friends 
and Influence People” incorporated rules of 
living some of which are enumerated here. 
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“Be sympathetic with the other person’s ideas 
and desires.” (Carnegie) 

“Meet the patient’s desires and capacity to un- 
derstand.” (Erickson) 

“Get the other person saying ‘yes,’ ‘yes’ imme- 
diately. (Carnegie) 

“You ask some simple, casual questions, all of 
them eliciting the answer ‘yes.’ As soon as you have 
him saying ‘yes’ this, and ‘yes’ that, he’s receptive.” 
(Erickson ) 

“Let the other man save face.” (Carnegie) 

“You let him save face...” (Erickson) 

“Be a good listener. . . . Make the other person 
feel important, and do it sincerely.” (Carnegie) 

“Your subject can always give you advice and 
instruction. So listen to him, observe him and his 
behavior .. . Too many young or inexperienced hyp- 
notists like to emphasize their own importance and 
the feeling of power they may have over the sub- 
ject. But it’s the subject who is important.” (Erick- 
son ) 

“Call attention to people’s mistakes indirectly.” 
(Carnegie ) 

“In psychotherapy, it is always better to get 
things indirectly.” (Erickson) 

“Become genuinely interested in other people. . 
Talk in terms of the other man’s interest.” (Carne- 
gie) 

(Explaining what had been done in a demonstra- 
tion.) “She (the subject) undoubtedly had a feeling 
that I was interested in what she said and did, and 
I emphasized her own interest and outlined the pos- 
sibilities for her.”’ (Erickson) 


The advice given by both authors is in es- 
sence identical, even though one speaks 
about the induction of the hypnotic state in 
the psychotherapeutic or experimental set- 
ting, and the other refers to the winning of 
friends and influencing of people. Both 
Erickson and Carnegie want the subject to 
feel motivated to act according to their de- 
sires. Each requests of the subject a be- 
havior which is adequate to the environ- 
ment. Erickson tries to get the subject to 
perform. certain tasks, like the lifting of a 
hand or the closing of the eyes, adequate in 
the laboratory of psychological experimen- 
tation, and calls this procedure ‘the right 
preparation for hypnotic induction.” Carne- 
gie, after having proceeded according to his 
rules, gets the subject to carry out more 
complex tasks than those proposed by Erick- 
son and calls his procedure “how to win 
friends and influence people.” It is evident 
that entrance into the hypnotic state is not 
achieved by suggestions of hand-lifting or 
eye-closure, but by the more subtle “prepa- 
ration” that precedes them and gets the sub- 
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ject to feel motivated to carry out these acts, 
or any other acts the operator may have 
proposed. To have this motivation, the sub- 
ject must already be in a hypnotic state of 
some intensity. What Erickson calls a “‘prep- 
aration” is really a direct or natural proce- 
dure of hypnotic induction, the success of 
which naturally requires the subject’s emo- 
tional disposition to accept the proffered at- 
titude from that particular person. 

Neither is the hypnotic state achieved by 
sleep-suggestions, nor is it a sleeping state. 
The subject merely behaves in a sleep-like 
manner to comply with the request of an 
operator who has established the hypnotic 
relationship with him, or because he be- 
lieves that the operator is trying to make 
him enter a sleep-like condition. Actually 
the sleep-suggestions are often omitted in 
the therapeutic and experimental setting and 
a “waking hypnotic state” obtained. The 
hypnotic state is not really “induced” from 
outside, but it develops within the psyche of 
the subject. The vital process within the 
egg as it were is merely stimulated by the 
warmth of an incubator. In the development 
of the hypnotic state, this warmth is repre- 
sented by the adequate inter-personal rela- 
tionship. | 

Watkins’? has said: ‘The induction of 
trance is therefore not largely a matter of 
technical manipulation, but more a problem 
of understanding and interacting in an in- 
timate inter-personal relationship situaiton.” 
This relationship may exist not only be- 
tween the hypnotist and the hypnotized, or 
the therapist and his patient, but also be- 
tween husband and wife, friends, classmates, 
or in any inter-personal encounter. 

In connection with the hypnotic emotional 
state there is, of course, the process of psy- 
chological retrogression, which takes place 
after the hypnotic emotional state has 
reached a certain intensity. We have not 
tried to determine whether the hypnotic 
states in everyday life are ‘“hypnoidal 
states’ (that is, states without an evident 
retrogression) or “hypnotic states’? accom- 
panied by a marked degree of psychological 
retrogression. We believe that the differen- 
tiation between the hypnoidal and the hyp- 
notice states is artificial and unwarranted. 

In the first place, it is impossible to de- 
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fine the moment in which the psychological 
retrogressive process begins. Only the ad- 
vanced stages of retrogression are recog- 
nized, when the person has reached a suffi- 
cient degree of immature psychological func- 
tioning to be able to have certain forms of 
behavior (like hallucinations, psychological 
influence over his viscerae, etc.) very differ- 
ent from his usual reactions. Moreover even 
the advanced stages of psychological retro- 
gression may pass unrecognized. Erickson*° 
made an interesting demonstration of this 
possibility by inducing a deep, or somnam- 
bulistic hypnotic state in a student and hav- 
ing her give a lecture on hypnotism to a 
group of psychologists and psychiatrists. 
None of those present found anything 
strange in this young woman’s behavior, nor 
recognized her deep hypnotic state. 


It is not always possible to explore the 
kind of psychological functioning a person 
has at a given moment, that is, whether it is 
mature, or retrogressed to an immature 
level, since the ‘“‘tests” which can be made in 
one environment cannot be offered in an- 
other. In a laboratory of psychological re- 
search work, it is easy to say to a person 
whom we suppose to be in a retrogressed 
condition, that we want him to keep his arm 
rigid and motionless for a long time (cata- 
lepsy) or to experience a hallucination. The 
laboratory setting in itself creates a motiva- 
tion for this kind of behavior, But it would 
be inadequate and even shocking to do these 
tests in a doctor’s office, where the motiva- 
tions of the subject differ, or while speak- 
ing to a person in the street. 

The hypnotic relationships in everyday 
life fluctuate continuously. There are quali- 
tative fluctuations, corresponding to alter- 
nation of “positive” and “negative” hypnotic 
states, and quarititative fluctuations regard- 
ing the persistence of the hypnotic relation- 
ship. It is not difficult to pass from a posi- 
tive kind of hypnosis, associated with an 
understanding and accepting attitude, to the 
negative kind, associated with an authori- 
tarian attitude, and vice versa, just as the 
child passes from one of these states to the 
other in the course of its relationship with 
its parents, 

Since a hypnotic state is an emotional con- 
dition, its duration is variable (from min- 
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utes to several hours after the stimulation 
has ceased). But like other emotional states, 
it may be reactivated repeatedly. An opera- 
tor who has induced a hypnotic state in his 
subject once, has increased probabilities of 
reactivating it in future encounters. A sim- 
ple greeting may be sufficient for its reacti- 
vation. If these two persons meet every day 
and remain in contact several hours the hyp- 
notic relationship may be permanent. This 
does not mean, however, that the hypnotic 
relationship will persist indefinitely. At any 
moment it may be interrupted or blocked by 
an attitude that is inadequate to maintain 
it. This happens when the operator opposes 
the desires and deep convictions of the sub- 
ject. It may be blocked temporarily or per- 
manently, and not only in the inter-personal 
relationships in everyday life, such as those 
between parents and child, but also in the 
therapeutic or experimental environment, 
when the hypnotist, who has induced the 
hypnotic state in his subject once or twice, 
becomes unable to do so in succeeding ses- 
sions. 

A “principal hypnotic relationship” is a 
relationship that is constantly reactivated, 
as the one between child and parents and 
those that may exist between pupil and 
teacher, intimate friends, etc. The ‘‘second- 
ary hypnotic relationships” are temporary. 
The possibility of establishing secondary 
hypnotic relationships with many people, 
increases with the extension of the circle of 
interpersonal contacts of an individual, as 
happens in the course of his normal devel- 
opment. At a certain moment, a secondary 
hypnotic relationship may become principal 
and the one which was principal may be- 
come secondary or disappear. 

Obviously, the principal hypnotic relation- 
ships have an immense importance in the 
formation of a person’s convictions and per- 
sonality. Their effects, whether favorable 
or not, can hardly be neutralized by a per- 
son who establishes a secondary hypnotic 
relationship with the individual and pre- 
tends to “re-educate” him. Thus the indi- 
vidual is made up of his habits, his concepts, 
his ethical and religious values, etc., that is, 
all that is understood by “education.” We 
have already indicated that education is car- 
ried out on the basis of both kinds of hyp- 
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notic relationships: the positive and the neg- 
ative ones. 

Why are some concepts transmitted by the 
educators firmly etched in the child’s mind, 
while others are rapidly forgotten? Emo- 
tions play a fundamental role in the integra- 
tion of ideas into the individual’s own per- 
sonality (which is a requirement for their 
persistence). This integration has increased 
probabilities of taking place when the trans- 
mitted concepts agree with the recipient’s 
own emotional inclinations or when the per- 
son who transmits them is capable of pro- 
voking an emotional state that favors their 
acceptance. This point which is of utmost 
importance in education requires intensive 
research for as yet education has not been 
associated with hypnotic relationships. 

There can be hypnotic relations among 
several persons at the same time. An oper- 
ator who induces and maintains a hypnotic 
relationship with more than one subject is 
comparable to the parent who has simulta- 
neous hypnotic relationships with more than 
one child. It is also possible for several op- 
erators to share the hypnotic relationship 
with a given subject. A person may at the 
same time be the “subject” in one hypnotic 
relationship, and the “operator” in another. 
For example, Erickson* has performed the 
experiment of inducing the hypnotic state in 
one of his assistants while this assistant was 
inducing the hypnotic state in an experi- 
mental subject. 

An auto-hypnotic state occurs when the 
stimulus that helps the subject to develop 
the hypnosis in himself is of an impersonal 
nature. Schematically there may be primary 
or secondary stimuli. 

The first correspond to the direct associ- 
ations with the ‘positive’ emotion-stabiliz- 
ing hypnotic state experienced from the ear- 
liest phases of life. These are associations 
common to all people, in a state of muscular 
relaxation—soft tones, warm environment, 
etc.—they are subsequently elaborated and 
adapted to each individual. Children’s play 
constitutes an important source of autohyp- 
notic experiences’ and helps to extend these 
associations, Williams*' described common 
situations in everyday life that stimulate 
some people to enter a hypnotic state with 
nuances of emotional stabilization, such as 
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fishing in still waters, the solemn atmo- 
sphere of a church, enjoying music or cer- 
tain forms of literature, etc. 


The stimuli of secondary type bring about 
an autohypnotic state through various fac- 
tors which were emotionally incorporated 
by the person in the course of his principal 
hypnotic relationships, in a later phase of 
psycho-physiological development. Such fac- 
tors have vastly different emotional nuances, 
in the guise of fears, convictions, devotions, 
etc. They have strictly personal character- 
istics, varying even in members of the same 
family. They are in a constant process of 
modification and development, according to 
the individual’s experiences and the re-edu- 
cational effects of his new principal hypnotic 
relationships.** 


When a person encounters under adequate 
psychological circumstances, in his environ- 
ment, in his reading, at the cinema, the very 
factors he incorporated emotionally, he may 
be stimulated to enter a more or less intense 
autohypnotic state, that will bear the same 
emotional nuance that accompanied the in- 
corporation of that factor.'® In its turn, the 
autohypnotic state may be transformed into 
an interpersonal hypnotic relationship, if the 
person experiencing it chances to meet some- 
body whose appearance or behavior may be 
linked to the factor that stimulated the au- 
tohypnosis. A classic example of this sit- 
uation is a theatrical demonstration of hyp- 
notism, where the “hypnotist” transforms 
by a mere word or gesture the autohypnotic 
state the subject is already experiencing, into 
an interpersonal hypnotic relationship. The 
appearance of a mouse in the same theater 
would have determined equivalent autohyp- 
notic responses. The ‘all-powerful hypno- 
tist” has a single advantage over the mouse 
—the power of speech that enables him to 
give “suggestions” which act as a litmus 
paper*' to reveal the peculiar capacities that 
may exist in the state of psychological retro- 
gression. 
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Parkinsonism, Schizophrenia and Ataractic Drugs 


WALTER KRUSE, M.D. 


In reviewing the huge number of publica- 
tions on ataractic drugs it was noted that 
the question of their “side-effects” has be- 
come more and more important. Not only 
the increasing number of treated patients is 
responsible for this, but also the fact that 
most of the “side-effects’”” were overlooked 
at first, and only after interest in these “side- 
effects” had been aroused were they observed 
in ever greater numbers. 


Kline, Barsa and Gosline, in a recent pub- 
lication,’ differentiate 25 physical and 12 
psychological “side-effects” some of the lat- 
ter being evident in practically all patients. 
A number of these “side-effects” are unde- 
sirable and even harmful; others are not a 
serious complication and may actually be 
closely related to the essential effect that we 
intend to produce in our patients. It is our 
opinion that there is evidence that parkin- 
sonism is not just a “side-effect” of the ata- 
ractic drugs as many workers believe. In 
this paper I will attempt to review and dis- 
cuss this evidence. In order to simplify the 
situation the discussion will deal only with 
schizophrenic patients. The ataractic drugs 
considered here are chlorpromazine and re- 
serpine. 

At the outset it is essential that we define 
terms. What do we mean when we speak of 
parkinsonism? It is a syndrome found in 
various conditions, among others in Parkin- 
son’s disease (paralysis agitans) and in the 
chronic stage of encephalitis lethargica. The 
more important of its neurological symp- 
toms are muscular rigidity, including facial 
rigidity, cogwheeling of limbs, tremor, loss 
of associated movements, drooling, ‘“greasy”’ 
skin, impaired convergence. It would be a 
mistake, however, to consider parkinsonism 
as a purely neurological or “physical” syn- 
drome, as is frequently done. It is hard to 
understand that in this era of psychosomatic 
medicine the psychological side of parkin- 
sonism should be so completely disregarded. 
This is the more surprising since in the past 
some extrapyramidal symptoms were actu- 
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ally misinterpreted as neurotic symptoms 
(Charcot, Zingerle, Oppenheim, quoted after 
Jacob?). Studies on postencephalitic and 
other patients suffering from extrapyramidal 
disorder have shown that typical psychologi- 
cal symptoms were just as regularly found 
as the characteristic neurological symptoms. 

Economo* states that the psychic disturb- 
ances are more distinctly marked in the ini- 
tial stage of the sequelae of encephalitis 
lethargica; later on they may disappear or 
improve but they may accompany the 
chronic state to the end. He describes as 
the most frequent mental symptoms the psy- 
chic torpor (bradyphrenia) and lack of emo- 
tion. The patients show emotional indiffer- 
ence and diminished reactivity toward exter- 
nal stimuli. “This difficulty in arousing emo- 
tion in the sequelae of encephalitis lethar- 
gica is above all a primary defect, as is prob- 
ably also the lack of spontaneity. . . . The 
lack of spontaneity cannot be explained by 
the rigidity as there is akinesis in many 
cases without any rigidity of the muscula- 
ture.”* 

According to Naville’s description, brady- 
phrenia consists mainly of a diminution in 
voluntary attention, of spontaneous interest, 
of initiative, of a capacity for effort and for 
work. (Quoted after Neal.*) 

Fluegel® was, as far as we can see, the 
first investigator to recognize the signifi- 
cance of the parkinsonian syndrome in ata- 
raxic patients. He observed the psychologi- 
cal symptoms of parkinsonism—decreased 
initiative, emotional indifference with de- 
creased reactivity toward externa] stimuli— 
before any of the physical symptoms had ap- 
peared, but more frequently psychological 
and physical symptoms were present at the 
same time. He felt that the drug-induced 
parkinsonian reaction was therapeutically 
valuable. 

Haase*’ found the typical micrography of 
parkinson patients in 86 per cent of his ata- 
raxic patients. He pointed out that, accord- 
ing to Pophal, micrography corresponds di- 
rectly with loss of vitality and initiative. 
Rigidity and tremor may be unrelated to the 
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psychic condition, but slowness of move- 
ments and diminution of associated move- 
ments are in close correlation to psychic 
damping of initiative which finds expression 
in micrography. In most of these patients 
he saw inhibition of the “driving power” and 
of spontaneity. The lack of initiative that 
is found in lobotomized patients should, ac- 
cording to Haase, be differentiated from 
lack of initiative that is associated with cen- 
ters in the brain stem. While the lobotomized 
patient identifies himself with his lack of 
initiative and makes no effort to overcome it, 
the parkinsonian patient regards his loss of 
interest and activity as an obstacle that he 
tries to overcome and often succeeds. From 
many interviews with his patients Haase 
learned that they did not really show the 
symptoms of “pharmacological lobotomy” 
but rather the characteristic signs of a 
‘‘brain-stem type” of lack of initiative. 


Staehelin* pointed out a possible antago- 
nism between schizophrenia and drug-in- 
duced parkinsonism. Experience with chronic 
schizophrenics that contracted encephalitis 
lethargica had shown that their mental con- 
dition improved considerably after they had 
developed parkinsonian symptoms. Similar 
ideas were expressed by Steck,’ Janzarik,'’ 
Mielke" and Ditfurth.’” 


In this country, Cohen'* writing about the 
“undesirable effects” of chlorpromazine 
found signs referable to the basal ganglia in 
approximately 20 per cent of his patients. 
The characteristic psychological signs were 
not recognized as such. Hall et al.'‘ found 
40 per cent ‘‘neurotic reactions” in their pa- 
tients and only a weak and equivocal asso- 
ciation of neurotoxic reactions with psychia- 
tric improvement. 


Brooks'* was the first one to recognize the 
importance and significance of parkinsonism 
in ataraxic patients. Although he took into 
consideration only the neurological symp- 
toms he found them in 89 per cent of 181 pa- 
tients. It was his opinion that “signs of 
parkinsonism heralded the particular effect 
being sought.” ‘The initial sign of improve- 
ment often coincides with the onset of ob- 
vious extrapyramidal disorder.’ He found 
also that in relieving the patient of these 
neurological symptoms by the addition of 
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antiparkinsonian drugs he could speed the 
progress of recovery. 

Our own experience has been that the oc- 
currence of the psychological symptoms of 
parkinsonism is a reliable indicator of the 
therapeutic effect of ataractic drugs. And 
very seldom indeed are these psychological 
symptoms not accompanied by one or the 
other of their physical counterparts. If these 
physical symptoms are pronounced they con- 
stitute an undesirable effect, and their alle- 
viation by additional drugs will benefit the 
patient. However, it would be wrong to sub- 
stantially decrease the dosage of the ata- 
ractic drug as in such a case the desirable 
psychological effect would be reduced too. 

While it is not possible at this time to ob- 
tain a clear picture of the mechanism of the 
ataractic drugs in schizophrenic patients, it 
can be said that the psychological effect sim- 
ulates the mental symptoms of parkinsonism 
and may well have something to do with the 
therapeutic effect. Emotional indifference 
and the establishment of a psychic distance 
between the patient and his environment 
with resulting diminished reactivity to ex- 
ternal stimuli may be related to a more aloof 
attitude toward delusional ideas. Inhibition 
of initiative and of the “driving power,” 
damping of activity, spontaneity or dynamic 
impulse may well correspond to an inhibi- 
tion of psychotic productions. 


Neal‘ mentions a very interesting peculi- 
arity that was first observed by Schilder:*® 
Chronic encephalitic patients suffering from 
a psychosis exhibit a high degree of insight 
in the midst of their psychotic productions. 
In our experience, schizophrenic patients 
treated with ataraxics showed the same phe- 
nomenon, While they still harbored many 
delusional ideas and were subject to auditory 
hallucinations they were obviously less im- 
pressed by them. They began to doubt the 
reality of their ‘voices,’ and statements 
such as “I must be very sick to have these 
experiences” were frequently heard. At first 
the signs of improvement were present only 
temporarily, but gradually the periods of 
overt psychotic behavior became shorter. 
The production of delusional ideas subsided, 
the ‘‘voices’”’ seemed to come from a greater 
distance and were less obtrusive, and they 
finally stopped altogether. Other patients, 
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who were reluctant to discuss their psychotic 
experiences, seemed to lose interest in these 
experiences and would finally “forget” with- 
out developing a true insight. It was our 
impression that, in general, the therapeutic 
effect of the ataraxics was more desirable 
than for example the one achieved by elec- 
troshock with its rather unpleasant repeated 
temporary disconnections from the past and 
its memory disturbances. 


In a recent publication, Mettler’ advanced 
a hypothesis that is quite interesting in this 
connection. He believes that the primary psy- 
chologic abnormality underlying the schizo- 
phrenic process is disordered perception and 
that the substrate of such disorder is a pre- 
perceptual difficulty caused by a dysfunction 
of the striatum. Mettler stresses the rela- 
tionship between the incidence of schizoid 
states and paralysis agitans in different 
members of the same family and also be- 
tween the symptomatology of parkinsonism 
and catatonic rigidity. He states that cata- 
tonic patients in going into and out of their 
state of rigidity traverse a clinical territory 
indistiguishable from parkinsonism, and on 
the other hand many parkinsonian patients 
go on to a schizoprenic symptomatology. 
Thus we see that Mettler believes in the es- 
sentially related nature of schizophrenia and 
parkinsonism, an idea that was expressed, in 
a different way, by the early researchers in 
encephalitis lethargica, particularly von Eco- 
nomo. 


Lehmann" reported dramatic therapeutic 
results in extrapyramidal disorders with 
chlorpromazine, the same drug that is so ef- 
fective in schizophrenia. The close chemi- 
cal relationship of this ataraxic to some of 
the newer anti-parkinsonian drugs may be of 
importance, Other investigators (Staehelin, 
Steck, Haase, Ditfurth, Fluegel, et al.) con- 
sider that there is an antagonistic relation 
between these two conditions. 


To me it seems that these different views 
are not necessarily incompatible. Fully 
aware of the multiple dangers that accom- 
pany extreme simplification and schematiza- 
tion of a psychiatric problem, and only to 
show the close interrelationship that char- 
acterizes the subjects under discussion, I at- 
tempt to illustrate the situation (Fig. 1). 
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Figure 1. Areas I plus II represent the parkin- 
sonian syndrome as caused by ataraxics. Area I 
would include the part of it that may have a thera- 
peutic effect in schizophrenia. 


Area II would represent the part of the drug-in- 
duced parkinsonian syndrome that is not valuable 
in the therapy of schizophrenia. It may also indi- 
cate the possible therapeutic effect of ataraxics in 
extrapyramidal disorders (Lehmann). 


Area III represents the effect other than parkin- 
sonian that has therapeutic value in schizophrenia. 

In areas I plus IV the common ground of schizo- 
phrenia and extrapyramidal disorders (Mettler’s hy- 
pothesis) could be found. 


Areas IV pius V: Schizophrenic symptoms not 
directly influenced by ataraxics. 


Area VI would represent the part of the extra- 
pyramidal system that is not affected by ataraxics 
and that has no direct relation with schizophrenia. 


Area VII: the part of ataractic effect (other than 
parkinsonian) that does not directly influence schiz- 
ophrenia, but may be of therapeutic value in other 
conditions. 


Summary 


The appearance of the neurological symp- 
toms of parkinsonism in ataraxic patients is 
usually regarded as an undesirable ‘‘side-ef- 
fect.” The true significance of parkinson- 
ism, however, becomes evident when its psy- 
chological symptoms are also taken into ac- 
count. While these characteristic mental 
signs—bradyphrenia and emotional indiffer- 
ence—are probably closely related to the 
therapeutic effect of the ataractic drugs it 
is believed that the neurological symptoms 
of parkinsonism are not undesirable in them- 
selves. They may require specific, additional 
medication, but their appearance indicates 
that a therapeutic dosage has been reached. 


In using the parkinsonian effect of ata- 
raxics as a basis, an attempt is made to il- 
lustrate the close relationship between schiz- 
ophrenia and extrapyramidal system. 
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Phrenotropic Action of Methylphenidylacetate (Ritalin) 


VERONICA M. PENNINGTON, M.D. 


In our psychiatric hospital housing 4,500 
patients, hundreds of patients have been re- 
turned to their homes as a result of the use 
of one or more ataraxics. More hyperkinetic, 
active, assaultive, noisy patients are repre- 
sented in this group than any other type, 
leaving a residue of dull, inert, withdrawn, 
apathetic, depressed patients. The tranquil- 
izing drugs frequently increase the inertia 
and lassitude of these patients and in many 
cases contribute to their retarded mental and 
physical activity. We therefore looked about 
for an analeptic to counterbalance the con- 
stitutional or drug induced lethargy and psy- 
chomotor retardation. Ritalin was the cen- 
tral nervous system stimulant and antide- 
pressant chosen for the investigation. 

Methyl - phenidylacetate hydrochloride, 
tradenamed Ritalin, is readily soluble in wa- 
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ter, in ethanol, in methanol and in 10 per 
cent acetic acid. It is only slightly soluble 
in chloroform, acetone and other organic sol- 
vents. 


Meier’ and his associates found that Rita- 
lin produces central stimulation and coordi- 
nated increase in motility in the rat, dog, 
mouse and rabbit. The central stimulating 
effect appeared after doses of 0.5 to 1.5 
mg./kg. and lasted for several hours. Larger 
dosage produced ataxic gait and clonic-tonic 
convulsions. This analeptic showed a marked 
antagonism to certain depressants, for ex- 
ample diethyl barbituric acid, ethyl phenyl 
barbituric acid, thiopental sodium, chloral 
hydrate and urethane. It stimulated the res- 
piration particularly when respiratory center 
was inhibited by morphine-like substances; 
it caused a moderate rise in blood pressure 
and increased heart rate without any 
marked sympathomimetic effect. 
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Plummer” and his group noted an increase 
in spontaneous activity of mice for a period 
of 30 to 45 minutes after the administration 
of 1 mg./kg. of Ritalin subcutaneously; at 
5 mg./kg. the activity was more marked and 
stimulation prolonged to one hour. One 
mg./kg. given intravenously to dogs pro- 
duced restlessness, hyperactivity and jerking 
movements of the head. Stimulation reached 
a peak in about 30 minutes and gradually 
subsided in 1% to 2 hours. 

Toxicity producing hyperexcitability was 
noted after 10 mg./kg. doses; muscle spasm, 
hyperpnea and tail erection were produced 
by 25 mg./kg. Forty to 60 mg./kg. consti- 
tuted a lethal dose with violent convulsions 
and death. After daily doses of 5 mg./kg. 
and 10 mg./kg. of Ritalin given for a period 
of three months blood studies were normal 
and all tissues were grossly and histologi- 
cally unremarkable. 

Schneider* and associates in electroen- 
cephalographic studies found alpha activity 
in monkeys mixed with slower frequency 
tracings during the control period. Mechan- 
ical or auditory stimulation produced tran- 
sient fast activity (over 20 per second). Ten 
minutes after subcutaneous injection of 1 
mg./kg. of Ritalin, the tracings began to 
show prolonged periods of fast activity, with 
increased physical activity displayed by the 
monkeys, During the next two hours the 
fast-activity EEG tracings became more 
dominant while six hours after Ritalin ad- 
ministration the fast-activity had almost 
completely disappeared. 

I.V. administration of the drug produced 
the same sort of result, but the excitatory 
phase appeared much more rapidly and in- 
creased physical activity made it difficult 
to secure good EKG tracings. 


Procedure 


Dull, inert, untidy, mute, depressed, neg- 
ativistic and catatonic male and female pa- 
tients were selected from a large group of 
psychiatric cases without regard for age or 
diagnosis, except for a special group chosen 
because of senile or arteriosclerotic symp- 
toms. The age range was from 15 to 85 
years and duration of hospital stay was from 
2 months to 52 years. Electroshock therapy 
and pharmacotherapy had been administered 
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to most and they represented the treatment 
failures; some had been in their present con- 
dition without significant improvement for 
from several months to many years. Some 
had drug-induced retardations. Most of them 
continued to take the phrenotropic drug on 
which they seemed to do best, even though 
improvement was not satisfactory, and in 
those cases Ritalin was used adjunctively; a 
few were given Ritalin alone. 

The initial dosage of Ritalin was 10 mg. 
daily after breakfast, but soon it was found 
that this was not sufficiently stimulating and 
the dosage was raised to two 20 mg. tab- 
lets after breakfast and after the noon meal, 
with adjustment of dosage according to the 
response of the patient. As with most drugs, 
titration of individual patient need is the 
key to successful therapy. 

Each patient had a record sheet including 
a summary of mental and physical condition 
prior to Ritalin therapy, with daily record- 
ing of time and amount of drug administra- 
tion and the attendant giving it. Blood pres- 
sure, pulse rate and rectal temperature were 
recorded bi-monthly. Each patient able to 
cooperate recorded subjective effects of the 
drug, and bi-monthly dictaphone recordings 
were made of interviews with the patient by 
the physician and ward attendants most fa- 
miliar with him. In addition, a psychiatric 
profile was completed before and after the 
described period of Ritalin therapy. 

The drug was given by mouth, as whole or 
crushed tablets, to those who would accept 
it; it was given I.M. to those who refused 
oral medication. Ritalin was given I.V. in 
a few instances in order to test the time of 
onset of action. 

Two hundred male and female patients of 
the types described above were given Ritalin 
for from one week to twelve months. Thirty 
patients were given two separate courses of 
Ritalin with a course of placebo therapy in 
the interim. One hundred patients received 
placebo therapy alone, and served as con- 
trols. Dosage ranged from 20 mg. to 160 
mg. daily in divided doses; 10 patients re- 
ceived 20 mg.; 155 received 40 mg. 27 re- 
ceived 120 mg. and 8 received 160 mg. The 
aim was to find something that would put 
positive qualities of vim, vigor and vitality 
into listless, lethargic, negative-quality in- 
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dividuals constituting the majority of this 
patient group. The etiology of the indiffer- 
ence, apathy, retardation and depression 
was two-fold, constitutional and/or drug in- 
duced. 

Of the ten patients started on 10 mg. after 
breakfast and after lunch, only one showed 
definite improvement; this mute catatonic 
who had sat in the foetal position for years 
began to respond when addressed, to move 
about and to go to the billiard hall and out 
on the grounds, Finding that this dosage was 
inadequate in the majority of patients, we 
increased it to 40 mg. b.i.d., after which the 
amount was adjusted according to the re- 
sponse of the individual patient. The larg- 
est daily dosage, 160 mg., was received by 8 
deteriorated, regressed schizophrenics whose 
psychoses were of many years duration. Of 
these, three showed a marked improvement 
in alertness, desire and ability to work, in- 
terest in personal appearance and response 
to their associates. 


Patient status was tabulated as follows: 


1. Self Care 6. Sleep Pattern 

2. Motor Activity 7. Social Adaptation 

3. Aggressiveness 8. Supervision Required 
4. Eating Habits 9. Mental Condition 

5. Toilet Habits 


10. Degree of Restoration 


Case Histories 


Case 1. C.B.: The diagnostic summary made 9- 
24-48 reveals that during the past 18 years C.B. 
had received numerous electroshock treatments and 
10 insulin coma treatments in private sanitaria. 
She improved after these treatments but soon re- 
verted to her former extravagance in buying cloth- 
ing which she would not wear. She preferred se- 
clusion, was self-centered, had auditory hallucina- 
tions, thought that radio programs were directed 
toward her, and had many ideas of reference and 
persecutory delusions. She felt that she was being 
followed, that the telephone wires were tapped and 
dictaphones were in her house. 

On our receiving ward she had not adjusted sat- 
isfactorily; was demanding and arrogant, would 
not associate with the other patients and was not 
cooperative in ward routine. She took no pride in 
her personal appearance and had many complaints 
about the way the hospital was managed; during 
interview she was sarcastic and evasive. She main- 
tained that she was brought to this hospital against 
her wishes as she was not sick and never had been. 
She readily admitted auditory, visual and olfactory 
hallucinations, expressing many ideas of reference 
and persecution. She maintained that some people 


were reading her mind and trying to harm her and 
her family, placed dictaphones in her home and 
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broadcast messages over the radio about her. In- 
sight and judgment were poor. Frequent electro- 
shock treatments were necessary and during these 
her jaw was repeatedly dislocated in spite of special 
precautions. 

Transfer to a special section of the hospital was 
required in March 1956 because, despite frequent 
ECT and treatment with various ataraxic drugs, 
including chlorpromazine, she continued very re- 
sistive, threatening and assaultive and was unable 
to care for herself or to eat properly. 

In May 1956 all other therapy was discontinued 
and she started upon a combination of chlorproma- 
zine 50 mg. q.i.d. and Ritalin 40 mg. b.id. After 
one week dosages were increased to 100 mg. q.i.d. 
and 60 mg. b.i.d.; 3 days later Ritalin was further 
increased to 80 mg. b.i.d. and she was maintained 
at these levels. Within 8 weeks on this therapy she 
had improved to a state of apparent normalcy; she 
ate well without persuasion and gained weight, she 
took interest in her person and clothing and for the 
first time since admission eight years before she 
was smilingly pleasant, agreeable and cooperative. 
She participated in hospital work and in recreational 
activities and altogether seemed well adjusted, 
without further expression of delusional or hallu- 
cinatory trends. 

At no time did she show significant changes in 
blood pressure or any other untoward drug effects. 
After the several visits required to convince her 
skeptical family of her improvement, she was dis- 
charged into their care after eight weeks of the 
described treatment regime. At the age of 60, 
after 8 years of continuous hospitalization and 18 
years’ intermittent hospitalization up to 1948, she 
is doing well at home on maintenance therapy of 
Ritalin 80 mg. b.i.d. and chlorpromazine 100 mg. 
t.i.d. 


Case 2 O.C. was admitted to this hospital in 
1951, at the age of 42. Her history showed that she 
had always been “nervous,” in poor health follow- 
ing hysterectomy in 1947 and much worse for a year 
prior to admission. She was in a constant state of 
depressed anxiety, fearful and preoccupied over 
her son’s being in the Army, but seldom speaking of 
her husband, who was hospitalized for tuberculo- 
sis. She was untidy in her personal habits, re- 
fused to go to meals, and was delusional and hal- 
lucinated. Despite complete lack of insight, how- 
ever, she was relevant, oriented and coherent. 

She had been treated with various ataraxics with- 
out satisfactory improvement; it had been neces- 
sary to change from oral medication (because of 
her resistiveness) to reserpine 2.5 mg. parenterally 
b.i.d. With the addition of 40 mg. Ritalin daily, 
there was no significant improvement, but when 
this was increased to 80 mg. daily she promptly be- 
gan to show interest in caring for herself and help- 
ing other patients. Her depressed and delusional 
state cleared, she participated in recreational ac- 
tivities and her letters to her son became normal. 

Reserpine was continued orally with Ritalin; after 
about 3 months of this therapy she was discharged. 
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Reserpine 2.0 mg. b.i.d. and Ritalin 40 mg. b.i.d. 
has been used for maintenance and she has con- 
tinued to do very well. 


Case 3. V.S. was first admitted to our hospital in 
1950 at the age of 31 with a diagnosis of schizo- 
phrenia, mixed type. Upon readmission in 1954 she 
presented a somewhat different picture, leading to 
a diagnosis of schizophrenic reaction, paranoid 
type. Upon the third, her current admission, she 
was mute and almost completely catatonic. Be- 
cause of the variability of her clinical manifesta- 
tions, the diagnosis was finally established as schiz- 
ophrenic reaction, chronic undifferentiated type. 
Prior to 1950 she had received a B. A. degree, re- 
mained single and earned her living as a highly 
proficient secretary. 


When the current project was begun she was de- 
lusional and hallucinated, extremely resistive and 
at times belligerent when coerced. In May 1956 
she was started on chlorpromazine 100 mg. q.i.d., 
after which this was increased to 600 mg. daily plus 
400 mg. meprobamate b.i.d. Her response was not 
satisfactory, and 2 months later Ritalin was added 
to her treatment in a dosage of 20 mg. b.i.d. Again 
there was inadequate improvement, and a month 
later Ritalin was increased to 80 mg. b.i.d. She 
showed definite improvement within a few days, 
and two months afterward was able to work full 
time as a secretary in my office. While she con- 
tinues to walk slowly, she does not lie about as be- 
fore, and her secretarial work is quick and accu- 
rate; in addition she is socially well adjusted in 
the hospital regime, keeps well groomed and appar- 
ently has no further hallucinations. She states that 
she feels more relaxed and is sleeping better. 

She continues to do well in the hospital, being 
maintained on Ritalin 80 mg. q.i.d., chlorpromazine 
100 mg. q.i.d. and meprobamate 899 mg. t.i.d. 


Case 4. M.S. was admitted to our hospital in 
1940 at the age of 28. Her history was of marked 
apathy, in everything following the line of least 
resistance, plus nocturnal enuresis constantly since 
the onset of her difficulties. Previously she had 
completed high school and a business course, with 
employment as a secretary prior to her marriage. 

In previous hospitalization she had repeatedly 
improved with shock therapy and, more recently, 
with various ataraxic drugs, going home on nu- 
merous trial visits. Her husband and mother have 
much interest in keeping her at home, but the bed- 
wetting continued and the complete apathy re- 
curred so that she had to be returned to the hos- 
pital within a short time after each trial visit. 

On 7-22-56 (having been on chlorpromazine 50 
mg. q.i.d. for 5 months) she was started on Ritalin 
40 mg. b.i.d., but continued to be apathetic and 
eneuretic, despite the fact that she was relevant, co- 
herent and oriented. Ritalin was increased to 80 
mg. b.i.d. and soon afterward she stopped wetting 
the bed and had become sufficiently active and in- 
terested in normal pursuits to go home. After sev- 
eral weeks, with maintenance dosage of Thorazine 
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50 mg. plus Ritalin 80 mg. b.id., she is fairly well 
adjusted and active at home and the eneuresis has 
not recurred. 


Case 5. M.P. was first admitted in 1944 at the 
age of 18, having a chronic brain damage syndrome 
with epilepsy since early childhood. She had com- 
pleted the tenth grade and attended a business 
school, but did not get along well with family or 
other people; she had frequently attacked her 
mother and others, tried to run away from home 
and had set many fires. Convulsive seizures were 
not frequent but continued to recur despite anti- 
convulsant medication. 

Upon shock therapy she improved briefly, re- 
quired readmission in 1945, improved on ECT and 
was married in 1946, remaining out of the hospital 
until 1950. Again she responded to shock therapy 
and was discharged, returning for the fourth time 
in 1955, assaultive, often requiring feeding and at 
times mute. She was given the anticonvulsant 
primidone 25 mg. q.i.d. plus 20 mg. reserpine daily 
and improved greatly, becoming cooperative and 
pleasant, caring for herself, eating well and gaining 
weight and attending recreational activities. How- 
ever, at the dosage levels of these drugs producing 
optimum response in other respects, she was very 
drowsy and would sleep several hours each day in 
addition to a full night’s sleep, so that Ritalin 40 mg. 
b.i.d. was added to her regime. This overcame the 
lethargy and oversedation entirely and she was dis- 
charged on this dose of Ritalin plus 10 mg. reser- 
pine and 25 mg. primidone q.i.d. It is to be noted 
that she has had no convulsive seizures while tak- 
ing these two drugs in addition to primidone and is 
still doing well after about 2 months at home. 


Case 6. J.D. was hospitalized in 1947 at the age 
of 21, retarded to the idiot level and unmanageable 
at home because she was assaultive and a copro- 
phagic soiler. Despite shock therapy and intensive 
courses of various ataraxic drugs, she continued in 
the original behavior pattern, requiring almost con- 
stant seclusion, until June 1956. At that time she 
was started on Ritalin 40 mg. b.i.d. (without any 
other drugs or ECT) and within a few days was 
no longer coprophagic and did not smear feces. Her 
hours out of seclusion have increased and she is 
easier to care for at all times. 


Summary of Results 
Of the 200 patients in this series, 30 
showed no improvement, 76 showed mode- 
rate improvement and 40 improved mark- 
edly when oral Ritalin in adequate doses was 
added to the therapeutic regime. In a few 


cases among the above groups (such as num- 
ber 6, J.D.) considerable improvement oc- 
curred with Ritalin alone. 

In the remaining 54 patients of the 200 
there were troublesome side effects during 
the first course of Ritalin therapy. In order 
of frequency of occurrence these were: 
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1. Hyperactivity. 

2. Noisy, assaultive behavior. 

3. Chewing movements of jaws, lips and tongue 
(also noted in animal studies done elsewhere). 

. Tremor of facial muscles and hands. 

. Oculogyric phenomenon. 

. In one arteriosclerotic patient, increase of blood 
pressure from 160/90 to 190/100 (after two 20 
mg. doses of Ritalin 4 hours apart) plus com- 
plaint of severe headache and loud noises in ears. 
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Among these 54 patients, six showed no 
therapeutic response to a dosage low enough 
to avoid the side effects upon re-administra- 
tion of Ritalin and were taken off the drug. 
The other 48 are being re-treated at a Rita- 
lin dosage level that does not produce side 
effects and will be re-evaluated as to thera- 
peutic response after follow-up study. 

Some patients who were moderately hypo- 
tensive and unable to stand were given 40 
mg. Ritalin parenterally, and within 30 min- 
utes showed improvement of blood pressure 
and restoration of normal ability to main- 
tain the upright position. This time of on- 
set of action confirms the findings of Ayd.' 


Comments 


Improvement following Ritalin therapy 
ranged from better self-care to restoration 
to active and substantially normal life out- 
side the hospital. Verbalization was restored 
and/or normalized, and many patients re- 
ported feeling more “alive,” “interested” or 
“normal” than for a long time. Delusional 
and hallucinatory trends were greatly re- 
duced. Physical and mental lethargy caused 
by necessarily large doses of various ata- 
raxic or anticonvulsant drugs responded well 
to Ritalin, as previously reported by Fergu- 
son’ and Carter® and further confirmed by 
Lazarte and Petersen.‘ The writer has com- 
mented on several of these points previ- 
ously,*? and feels that the findings in the 
series now being reported reinforce the ear- 
lier impressions. Carter® also reported no 
deleterious effect of Ritalin in patients with 
pre-existing convulsive disease. In cases of 
chronic brain syndrome associated with se- 
nile disease confusion was lessened and alert- 
ness increased. In those with chronic brain 
syndrome associated with cerebral arterio- 
sclerosis, orientation and clarity of thinking 
improved. 


481 


While Ritalin may produce hyperactivity 
requiring reduction of dosage or discontin- 
uation, usually this can be controlled by re- 
serpine, chlorpromazine or meprobamate, 
and there is no evidence thus far that it will 
aggravate pre-existing convulsive disease. 
This drug rarely produces a significant in- 
crease in normotensive or already hyperten- 
sive blood pressure, but in an occasional case 
such as the arteriosclerotic patient cited it 
may be contraindicated. 


SUMMARY OF IMPROVEMENT 


mE = od 
Diagnosis 
Senile 30— 15% 2% 5% 6% 2% 
Arteriosclerotic 283— 14% 1% 8% 1% 4% 
Schizophrenia, 
Catatonic 52— 26% 7% 8% 2% 9% 
Schizophrenia, 
Hebephrenic 68— 34% 8% 12% 3% 11% 
Schizophrenia, 
Paranoid 16— 8% 22% 3% 2% 1% 
Epileptic 6— 3% 0% 2% 1% 0% 
Total 200—100% 20% 38% 15% 27% 


Author’s Note: The Ritalin and Serpasil used in 
this research were generously supplied by CIBA 
Pharmaceutical Products, Inc., Summit, N. J: 
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Subcortical Functions of Tridione and Desoxyn 
in Mental Illness 
JOHN S. Horan, M.D. 


Pavlov' wrote, “It would be natural that 
experimental investigation of the physiologi- 
cal activities of the hemispheres should be 
a solid foundation for a future true science 
of psychology; such a course is more likely 
to lead to the advancement of this branch 
of natural science.” 

One phase of physiological activity of the 
brain will be discussed in this paper: The 
“Visceral Brain” (limbic system) and some 
clinical investigations with anti-convulsant 
drugs and a stimulant in the treatment of 
mental illness. Papez* suggested that some 
of the rhinencephalic structures were in- 
volved in emotional pathways. He proposed 
a circuit where incitations of cortical origin 
would go to the hippocampal gyrus, the hip- 
pocampus, the fornix, the mammillary bod- 
ies, by the mammillothalamic tract to the an- 
terior nuclei of the thalamus, and thence by 
the medical thalamocortical radiation to the 
cortex of the cingular gyrus. The central 
emotive process of cortical origin would then 
start in the hippocampal formation, go to 
the mammillary body, through the anterior 
thalamic nuclei and to the cingular gyrus. 
Then the cortex of the cingular gyrus be- 
comes the receptor for the emotive impulses 
coming from the hypothalamus. Radiation 
of this from the cingular gyrus would add 
emotional color to psychic processes. With 
this circuit emotion would start in either 
level, from psychic activity above or hypo- 
thalamic activity below. The idea was re- 
stated by von Bonin,’ using nerve circuits 
proposed by McCulloch:* From the mammil- 
lary bodies in the hypothalamus, impulses 
follow the circuit back through the cingular 
gyrus to the limbic sector and hippocampus, 
making a reverberating circuit capable of 
sustaining circular activity over long periods 
and rich with cortical connections. 

Along this circuit important physiologic 
effects have resulted from stimulation.*:**"*° 
Daitz’’ counted the nerve fibers in the human 
fornix and the Macaque fornix, finding, in 
man, 2,700,000 fibers in the widest part. The 


Macaque had only one-fifth the number in 
man. The hypothalamus controls the auto- 
nomic nervous system, reactions such as 
rage, appetite, sleep and body temperature, 
along with production of hormones of the 
anterior and posterior pituitary gland.''**-" 
The mammillothalamic tract or fasciculus of 
Vieq d’Azyr’ leads from the mammillary 
bodies to the antero-ventral nucleus of the 
thalamus, and from there most fibers con- 
duct to Brodmann’s Area 24 in the cingular 
gyrus.'"' Area 24 has autonomic, motor, 
emotional, suppressor, and regulatory ef- 
fects." Maclean!®.!9 coined the term 
“Visceral Brain” (Figure 1) to include the 
limbic lobe of Broca and the hippocampal 


VISCERAL BRAIN 


Olfactory parts, hypothalamus, amygdala hippo- 
campus, fornix, mamillary body, path MT to an- 


terior nucleus and cingulate gyrus. 
AC Anterior commisure 
AMY Amygdala 
AC Anterior commisure 
AMY Amygdala 
CALC Calcarine sulcus 
CING Cingulate 
CC orpus callosum 
CUN Cuneus 
F Fornix 
FS Frontal superior g. 
H Hypothalamus 
HA Habenula 
HG Hippocampal 2. 
HIP Hippocampus 
IF Interventricular foramen 
LING Lingual g. 
M Mamillary body 
OB Olfactory bulb 
ON Optic nerve 
P Pineal body 
PREC Precuneus 
THAL. D Thalamus, dorsal 
SEP Septum pellucidum 
U Uncus 
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all mammals, comes to a peak of develop- 
ment in man.*’ Maclean'*'* suggested that 
the Visceral Brain is the anatomical basis of 
the Freudian “id.” Similarly, the Visceral 
Brain may be the anatomic structure sub- 
serving the subconscious mind. 

This is the working hypothesis: Motor 
nerve impulses arising in the central nervous 
system must find an effector pathway. Nerve 
impulses that surge from the Visceral Brain 
can be suppressed, but they will continue to 
travel across synapses and along nerve cir- 
cuits until their energy is expended. Com- 
parison of nerve circuits with clinical syn- 
dromes, such as gastric ulcer following upon 
repressed hostility, or distortions of appe- 
tite following emotional frustration suggests 
that if a motion cannot be carried out, an 
emotion or a symptom takes its place. A 
sudden surge of impulses preparing the in- 
dividual to strike out against another may 
be controlled, but the nerve impulses are not 
abolished and must find another outlet. The 
motor nerve impulses to drive an attack 
may be inhibited, but they will find a path- 
way to make a muscle move (or become 
spastic), a gland secrete, or an important 
control center to operate. Or, a reverberat- 
ing circuit may be set up that will perpetu- 
ate itself, sending off impulses repeatedly to 
one or more centers. Many patients give 
the impression of being victims of such a 
vicious cycle. An idea or a compulsion often 
seems to be repeated at regular time inter- 
vals as if a cycle were operating. 


Clinical Applications 


Clinical work was done at the Cleveland 
Receiving Hospital, in a patient population 
consisting mainly of acutely disturbed psy- 
chotic individuals. Treatment was based on 
the idea that two separate brains function 
in man—the neocortex (conscious) brain 
and the visceral (subconscious) brain. Im- 
pulses arising in the Visceral Brain were 
considered to be the cause of uncontrolled 
behavior. Stimulation of hippocampus and 
fornix produces reactions similar to petit 
mal and psychomotor seizures in animals and 
man;***:?*4*> the treatment used to suppress 
such attacks should have a general sup- 
pressor effect on impulses arising in the Vis- 
ceral Brain. The first drug used was 3, 5, 5- 
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trimethyloxazolidine-2, 4-dione (Tridione®). 
Tridione was selected because of its well- 
known action against petit mal seizures 
which are generally considered to have a 
subcortical origin.**** Pharmacological stud- 
ies of its anticonvulsant properties and its 
analgesic action have also suggested activ- 
ity on subcortical structures (Everett and 
Richards*'). An injectable form in ampules 
was available, containing Tridione 1 gram, 
Urethane 0.75 gram, alcohol 9.5%, with wa- 
ter to make five cubic centimeters. Tridione 
powder was used to make solutions. On two 
patients a mixture of diphenylhydantoin and 
mephobarbital (Mebaroin) was used. With 
the anti-convulsants, some sedation was 
noted and patients complained of lethargy. 
On the theory that suppression of the Vis- 
ceral Brain was only part of the treatment, 
and that stimulation of the neocortex might 
help in the re-establishment of euergasia, 
some of the patients received a stimulant, 
d - Desoxy - ephedrine Hydrochloride (Des- 
oxyn) with anti-convulsant. At times Tridi- 
one and Desoxyn were given in the same syr- 
inge, after the manufacturer (Abbott Lab- 
oratories) stated that no incompatibilities 
should result. In one patient who complained 
of dizziness from Tridione, Prenderol was 
used with Desoxyn and good results were ob- 
tainde. As a control measure, before each 
initial injection 5 cubic centimeters of sterile 
isotonic saline solution was given intrave- 
nously and the patient observed for two 
hours for any reaction. 

Table 1 shows the results found in the six- 
teen patients in the series. Eleven of the 
patients had excellent remission of symp- 
toms, or clinical recovery. Control injections 
produced no reaction. Two patients given 
Tridione intravenously during catatonic 
states were immediately mobilized, one man 
ventilating hostile feelings hitherto re- 
pressed, one woman sitting up and recog- 
nizing the nurse as a former neighbor. One 
patient developed ‘‘glare phenomenon” on 
Tridione, and Mebaroin was substituted. All 
patients were followed with blood counts 
and urinalyses, and no changes were demon- 
strated in these findings. 

Case Reports 


Case 1: Mrs. A. W., a 28-year-old white female, 
entered the hospital with a clear-cut overt homo- 
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TABLE 1 
Patient Age Sex Drug Diagnosis Duration Result 
of Illness 
1. A.W. 28 F  Tridione Simple Schizophrenia 6 months Recovery-discharged home 
2. A.L. 55 F  Tridione Involutional Psychosis 2 years Recovery-discharged home 
3. LF. 55 F _ Tridione Involutional Psychosis 1 year Recovery-discharged home 
4. J.B. 25 M_ Tridione Catatonic Stupor 2 weeks Immediate awakening 
53 F  Tridione Involutional Psychosis 1 year Recovery-discharged home 
6. R.F. 55 F  Tridione Manic-Depressive Manic 30 years Clinical recovery 
1 ee: 38 F  Tridione Paranoid Schizophrenia 1 year Stopped hearing voices 
8. B.H. 42 M Mebaroin Alcoholic, Periodic 15 years Recovery-discharged home 
9. AS. 35 F  Tridione Catatonic Stupor 3 months Immediate awakening 
10. V.A. 37 F _ Tridione Barbiturate Addict 17 years Recovery-discharged home* 
11. M.S. 28 F  Tridione Paranoid Schizophrenia 7 years Uncertain 
12. SL. 37 F _ Tridione Psychosis, mental deficiency years 4 hours relief only 
13. L.R. 62 M_ Tridione Manic Reaction 1 year Clinical recovery 
14. M.D. 42 M_ Tridione+ Musculo-skeletal Reaction 3 years Clinical recovery 
Desoxyn 
15. C.W. 57 M _ Tridione Cardiac Psychosis, Terminal 6 months Failure (expired 1 week later) 
16. J.B. 57 M_ Tridione+ Morphine Addict years Failure 
Mebaroin 


*Indicates developmpent of “glare effect.” 


sexual conflict. She had many somatic complaints 
that were close to the delusional level. She felt 
“torn apart,” she believed her pelvic organs were 
bleeding and dissolving, and had many bowel com- 
plaints. A very thorough physical and laboratory 
examination schedule was carried out, with negative 
findings. She had attacks of weeping in which she 
complained of simultaneous headache and splitting 
sensations in her pelvis. At her own request she 
was given three electroconvulsive treatments, which 
only intensified the anxiety and the other symp- 
toms. In conference a diagnosis of simple schizo- 
phrenia was made. During her next attack, after a 
control injection, she was given one gram of Tridi- 
one intravenously, and before the injection was fin- 
ished, she said, “Oh, I feel better. My head is clear 
now, and I’m relaxed.” All symptoms disappeared. 
She was placed on Tridione 0.3 gram twice daily by 
mouth, and discharged home, to be followed by her 
family physician. She became pregnant for the sec- 
ond time about a month after her discharge from 
the hospital. During the second trimester of preg- 
nancy she began experiencing a mild recurrence of 
symptoms, and was seen six times on an out-patient 
basis. On each of these visits she was given a mix- 
ture of Tridione and Desoxyn intravenously, with 
relief, and with ventilation of the feelings of di- 
vided loyalty between her husband and her girl 
friend. She again made a good recovery, carried 
through pregnancy and delivery, and is now con- 
centrating on being a homemaker for her husband 
and two children. She has been out of the hospital 


a little over a year at the time of this report. 


Case 5: Mrs. L. H., a 53-year-old white female, en- 
tered the hospital for treatment of an involutional 
psychosis with depression lifted. One month after 
the last treatment, she complained that the food 
was poisoned, that her body was full of ground 
glass, that she was ready to die, but she wanted me 


to protect the rest of the ladies in the ward. A day 
following, a control injection of sterile isotonic sa- 
line solution was given, with no results. The next 
day, she was given Tridione intravenously; during 
the injection she made a dramatic death-bed speech, 
interrupted with, ‘I must have been sick, but I feel 
better now. My head is clearer.’’ She was watched 
carefully for the next hour, and showed no symp- 
toms. Asked tactfully how the food was, she said, 
“It’s not bad for a hospital—I can’t complain.” Two 
days later she told me her body was rotting, and 
another intravenous injection of Tridione was given. 
She continued well for one month and was dis- 
charged. For ten months she has been working as 
a stenographer and bookkeeper. 


Case : Mrs. R. F., a 55-year-old white female, 
has been intermittently in hospitals for thirty years, 
with a diagnosis of manic-depressive psychosis, 
manic type. When her attacks started, electric treat- 
ments always lowered the mood, but she was like a 
caged animal, pacing the floors, never socializing, 
and never speaking. She was sent home, but was 
returned because of overactivity. Instead of elec- 
tric treatments, she was given Tridione 0.3 gram 
twice daily. She became placid and stopped her 
floor-pacing. Relatives complained that she seemed 
“dopey,” so in addition to Tridione, she was given 
Desoxyn 5 milligrams twice daily. With this combi- 
nation, she became alert, pleasant, sociable, and at- 
tained a clinical recovery. Because the sister’s hus- 
band had threatened divorce if the patient ever 
came into the home again, discharge was not pos- 
sible. 


Case 2: Mrs. A. L., a 55-year-old white female. 
had been suffering for two years with an involu- 
tional psychosis characterized by feelings of inabil- 
ity to function, great anxiety, agitation, and nail 
biting. Electroconvulsive treatments gave no re- 
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lief. Permanent hospitalization was advised. Ex- 
perimentally, during one of her attacks of agitation, 
she was given a mixture of Tridione and Desoxyn 
intravenously. She went to sleep after the injection, 
and the next day was more calm and relaxed than 
she had been for two years. She was placed on 
Tridione 0.3 gram twice daily and Desoxyn 5 milli- 
grams twice daily, discharged to the care of her 
family physician, and has been doing well for ten 
months at home. 


Case 10: Mrs. V. A., a 37-year-old white female, 
suffered a head injury at the age of 20, and began 
drinking heavily. After eleven years of alcoholism, 
she changed to barbiturates and took them daily for 
six years. When the man who had been supplying 
her with barbiturates died, she presented herself at 
the hospital complaining of insomnia, restlessness, 
many somatic complaints and inability to take any- 
thing by mouth without vomiting. Intravenous feed- 
ings were required for the first three days, after 
which an electroencephalogram was done, with nor- 
mal tracings. For the withdrawal symptoms, she 
was given twenty electroconvulsive treatments. She 
was much improved, but still complained of insom- 
nia, tremor, irritability, and tension. To add to her 
troubles, her husband filed for divorce. She was 
given Tridione 0.3 gram twice daily, with complete 
relief of symptoms. She became relaxed and said 
that she felt better than at any time since the head 
injury. A “glare” effect developed, so Mebaroin was 
substituted for Tridione. She improved so much 
that her husband dropped the divorce and took her 
home, where she has remained with him and the 
two children for ten months since her discharge 
from the hospital. 

Although from this small series no final 
conclusions can be drawn, the results are 
sufficiently dramatic and clear cut to war- 
rant further study. The combination of an- 
ticonvulsant and stimulant, Tridione and 
Desoxyn, not only brings about a quiescent 
state in many patients, but also increases 
receptivity to psychotherapy. Even more 
significant is the fact that most of the pa- 
tients in this series had electroconvulsive 
treatments with partial or no relief, and that 
electroencephalograms showed little in the 
way of abnormalities. Along other lines, 
results are also promising, especially in elec- 
trophysiological studies in conjunction with 

Summary 

Recent work in neurophysiology is re- 
viewed, with reference to the Papez circuit 
and the “Visceral Brain” which is proposed 
as the anatomical substratum of the subcon- 
scious mind. Correlation of clinical syn- 
dromes with the effects obtained by stimu- 
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lating centers along the Papez circuit in the 
hippocampal formation, fornix, hypothala- 
mus, and cingular gyrus is offered. 


Clinical work with Tridione and Desoxyn 
is reported in a series of 16 patients. Dra- 
matic recoveries and improvements have oc- 
curred in 11 of these severely ill psychotic 
patients, 


As a working hypothesis, it is assumed 
that all motor nerve impulses arising in the 
central nervous system must find some ef- 
fector pathway. If the original intention is 
repressed, a pathway is found to make a 
muscle move, a gland secrete, or a control 
center to function, 

Anatomical divisions and physiological re- 
sponses in the central nervous system sug- 
gest that man has two brains working an- 
tagonistically and synergistically; one the 
neocortex, the other the visceral brain, com- 
posed of limbic lobe with its cingular gyrus, 
Island of Reil, Claustrum, basal ganglia, 
amygdala, hypothalamus, and hippocampal 
formation. 


Author’s Note: The illustration of the Visceral 
Brain was drawn by Pearl Papez and furnished by 
Dr. James W. Papez, Columbus, Ohio. 

Tridione and Desoxyn are manufactured by Ab- 
bott Labcratories, North Chicago, Ill. Mebaroin is 
manufactured by Winthrop-Stearns, Inc. 
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Book Reviews 


THE EPILEPTIC SEIZURE: Cosimo Ajmone-Marsan, 
M.D., and Bruce L. Ralston, M.D., Department of 
Health, Education and Welfare, Bethesda, Mary- 
land. Cloth. Pp. 251. $6.00. Charles C. Thomas, 301 
East Lawrence Avenue, Springfield, IIl., 1957. 


The book details the signs as well as the pattern 
of the seizure itself and hypothesizes the character 
of spread and propagation of epileptic discharges 
as they involve related temporal regions. There is a 
clarity of description between pre- and post-seizure 
events, and their electro-clinical correlations re- 
specting EEG changes during these phases. The 
book presents added evidence to illustrate that in 
left sided seizures, aphasia, which is usually pre- 
dominant following automatism, is a clinical indica- 
tion that ccrtical discharge has actively invaded the 
middle and posterior temporal region. 


The authors, in further observations, indicate that 
psychomotor epilepsy is perhaps the most frequent 
of all clinical forms of seizures and direct attention 
to the fact that the great majority of such seizure 


types are fortified by EEG evidence of temporal in- 
volvement. 

The authors are frank and not unmindful of the 
problem which encephalography poses in a certain 
percentage of epilepsies, when they say that in the 
latter situations, even after repeated records ob- 
tained on and off medication with hyperventilation 
and sleep, such cases will fail to provide definite 
evidence of the epileptic process even though known 
to exist on the basis of clinical criteria. 

The book is well documented, and points out in 
clear language, the totality of events during the in- 
duction of an epileptogenic process via Metrazol ac- 
tivation, as to both clinical and electrographic as- 
pects and emphasizes the advantage of this method 
of examination for the interpretation of spontane- 
ously occurring attacks. 

The book may be used with profit by clinical in- 
vestigators in the spheres of neurophysiology and 
by those workers whose particular interests are di- 
rected in the areas of epilepsy. 

Lewis J. Siegal, M.D., LL.B. 
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BATTLE FOR THE MIND. William Sargant. A 
Physiology of Conversion and Brainwashing. Dou- 
bleday and Company, Inc., Garden City, New York, 
1957. 


This is a most lucid, mature and objective book. 
It is also original, exciting and important. 


It is technically sound enough to be challenging 
reading to the psychiatrist and the physician, and 
broad enough, encompassing a great variety of hu- 
man relations, to be of absorbing interest to the 
layman. 


Dr. Sargant studied the way in which religious 
conversion, psychiatric therapy, including psycho- 
analysis, and political brainwashing proceed, and 
finds that there is a physiological principle of ac- 
tion common to all three, independent of the psy- 
chological contents or psychological theories, truth 
or value, or the lack thereof which they may pos- 
sess. 


The scientific physiologic principle which makes 
them all work when effectively administered are the 
paradoxical and ultraparadoxical phases of brain 
activity resulting from strong emotional excitement, 
whether it be due to fear, anxiety, guilt or anger 
which reverses well implanted conditional responses 
(including no doubt Freud’s super-ego responses) 
and long held religious and political convictions, 
and lays the individual open to strong suggestion, 
whether it be those of a priest or prophet, a voodoo 
conjurer, a psychiatrist, psychoanalyst, police in- 
terrogator, or a political brainwasher. 

This relationship of suggestibility is sometimes 
mutual, such as is exemplified when a psychoanalyst 
suggests to a patient what to dream and what to 
remember from childhood, and then takes these 
dreams and memories as confirmations of his the- 
ory; or when a benevolent police interrogator sug- 
gests to the prisoner what to confess and then be- 
lieves the confession, such as happened in the fa- 
mous Evans case in recent British legal history. 


He quotes in this connection a patient who had 
Freudian dreams when undergoing a Freudian analy- 
sis and Jungian dreams when undergoing a Jungian 
analysis, and the cases reported by Jones who had 
been astonished to find that Freud had believed 
items in patients’ histories that Jones, who had re- 
ferred these patients, knew were untrue. 


Sargant also finds that the bond developing be- 
tween psychoanalyst and patient which Freud be- 
lieved to be characteristic of the psychoanalytic 
situation (belief in the transference is incorporated 
in the psychoanalytic credo) is actually an effect 
conditinoed by the strong emotional charge of the 
subject matter brought up and also takes place in 
the basically hostile setting of the prisoner and his 
interrogator as well as between the dog and the 
experimenter who may place the dog under quite 
harrassing stress in the conditioning chamber. 

Only those can resist who can manage to remain 
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emotionally unaroused, even when talking about 
their sins to the preacher, or recounting their past 
life to the psychoanalyst, or explaining their conduct 
to the police interrogator. Even anger aroused by 
the interrogator of the secret police will not protect 
the prisoner from breaking down and confessing, but 
will on the contrary, pave the way for it. Only icy 
detachment and parsimony of communication will 
protect from brainwashing. Sargant cites the suc- 
cessful case of an officer who kept his mind objec- 
tively occupied throughout his imprisonment by try- 
ing to remember every item of furniture in every 
dwelling he ever lived in. Heroism or resistance 
will not protect from brainwashing without such 
devices, although strong conviction and enthusiasm 
for a cause will protect, such as exemplified by Je- 
hovah’s witnesses in German concentration camps. 

The ordinary citizen, however, no matter how con- 
fident, vigorous or conservatively conforming, espe- 
cially the latter, will be wide open to brainwashing. 
For him the Army’s traditional prohibition of any 
communication to the enemy except for name, rank 
and serial number is the best protection. 

For the civilian under suspicion of a civil crime, 
in order to protect himself from making false dam- 
aging admissions in response to suggestion which 
cost the late Mr. Evans his life, Sargant recommends 
the statement that the prisoner is willing to answer 
all questions provided they are put to him through 
his attorney in writing; a procedure perfectly within 
the prisoner’s rights under Anglo-Saxon law. 

It is refreshing in this day and age, when so much 
mysticism and attribution of panacea-like qualities 
are injected into such concepts as brainwashing, 
psychoanalysis and other apparent deep mysteries 
easily explainable by the suggestibility of the hu- 
man being, to find such a lucid and informative book 
as this appearing on the scene. It will be recalled 
from John DosPassos’ recent book that when the 
miracles of Mesmerism were first announced and 
discussed before the Philadelphia Philosophical So- 
ciety by no less a person than Lafayette, that Ben- 
jamin Franklin and the Society remained unim- 
pressed. Charles Thomson wrote Jefferson in Paris 
that “the Marquis was quite an enthusiast.” He 
added dryly that Mesmerims had brought to light 
only one important discovery “namely to what de- 
gree imagination could operate on the human 
frame.” 

Sargant has vividly pointed out that imagination 
and suggestibility are indeed great but can be fur- 
ther enhanced beyond their usual reaches by emo- 
tional excitement, exhaustion, confusion and debili- 
tation, either singly or in combination, and that this 
physiological factor is crucial. 

The principle can be utilized to help the mental 
patient by psychotherapy, psychoanalysis or shock 
therapy; it can be used for the common good to 
spread religious doctrine, but it can also be used to 
spread false political gospel. 

Leo Alexander, M.D. 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest prwate sanitaria in the United States. 
They offer private, individual specialized care to the patient. 


BALDPATE, INC. HALL-BROOKE 


Georgetown, Massachusetts Greens Farms, Conn. 


BEVERLY HILLS CLINIC AND HILLCREST HOSPITAL 


SANITARIUM 
(formerly The Retreat, Inc.) 


Dallas 11, Texas Des Moines 12, Iowa 


ELMLAWN (The Wilgus Sanitarium) PINEWOOD 


Rockford, Illinois Katonah, New York 


FAIR OAKS RING SANATORIUM 


Summit, New Jersey 
Arlington, Massachusetts 


FAIRVIEW SANITARIUM 
ROGERS MEMORIAL HOSPITAL 


Chicago, Illinois 
Oconomowoc, Wisconsin 


FOREST SANITARIUM ST. CLAIR HOSPITAL 
Des Plaines, Illinois Detroit 14, Michigan 
GLENSIDE ST. JOSEPH SANITARIUM 
Boston 30, Massachusetts Dubuque, Iowa 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone 8-8291 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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RING SANATORIUM. 
. | Hight Miles from Boston 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued care 
of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Fully Accredited by the APA and the Joint Commission on Accreditation of Hospitals 


BENJAMIN SIMON, M.D. CHARLES E. WHITE, M.D. 
Director Assistant Director 


ARLINGTON HEIGHTS, MASSACHUSETTS - Mission 8-0081 


A NEUROPSYCHIATRIC FOUNDATION 
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ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
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INCORPORATED 
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pone lam a homelike environment *‘th separate building units and special cottages—air- 
conditioned. 
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Located in an attractive rural setting in the heart of Boston €or-the care of nervous, 
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For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 
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in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 
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